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ECENT literature indicates a remarkable 
rise in incidence as well as mortality from 
so-called chronic bronchitis. The figures 
cited by Oswald’ disclosed in England 
a vearly death rate of 30,000, compared with 21,000 
deaths from pneumonia, 16,000 from cancer, and 
8,000 from tuberculosis. English writers, adhering 
to the term “chronic bronchitis,” are obviously not 
referring to the time-honored clinical entity of 
that name but rather to the combination of bron- 
chitis and emphysema. But from their writings 
the question has naturally arisen as to why “bron- 
chitis” should prove so formidable a disease. Ameri- 
can writers, looking upon chronic bronchitis as a 
diagnosis to be shunned, described the same com- 
bined clinical picture as “pulmonary emphysema.” 
It is quite apparent that both are referring to the 
same disease, namely, bronchitis with emphysema. 
Regarding the nature and origins of this combina- 
tion, great confusion exists. 

This clinical picture has remained problematical 
since Laennec proposed his concept of obstructive 
bronchitis leading to obstructive emphysema. The 
mechanistic interpretation of the interrelationship of 
bronchitis and emphysema is responsible for the 
present confusion and for the fact that the old un- 
solved problem has now again been brought into 
sharp focus. We wish, therefore, to present our 
concepts derived from personal observations over 
many years. These, we believe, lead to a better 
understanding of the clinical picture under discus- 
sion and afford a reasonable way out of the present 
confusion. 


Bronchitis proper is a distinct entity from 
emphysema. Causal relationship between 
them is exceptional rather than usual. Severe 
bronchitis and diffuse pulmonary emphy- 
sema are to a large extent incompatible. 
Simple chronic bronchitis is a common trivial 
disease of the central tracheobronchial tree. 
Emphysema usually associated with bronchio- 
litis results from impaired function of the 
finer structures of the lungs. This constitutes 
an ominous clinical picture for the patient 
and now appears to be rising in incidence. 
Complete understanding of emphysema with 
bronchiolitis awaits further investigation of 
the mechanical, nervous, and circulatory 
factors involved in the functions of the bron- 
chioalveolar structures. 


Factors Predisposing to Clinical Picture 


We all have observed many patients with chronic 
bronchitis, with a long-standing history of cough 
and expectoration, who are really indulging them- 
selves in these symptoms rather than suffering from 
the disease. These patients cough and expectorate 
for many years without ever developing emphysema. 
They are seen much more frequently today because 
of the use of antibiotics that help to avoid the more 
serious pneumonitic episodes. There are other pa- 
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tients, fewer in number, who have had a similar 
long-standing history of bronchitis and who have 
only recently developed the clinical symptoms of 
emphysema. And there are yet others who develop 
emphysema rather quickly after brief periods of 
bronchitis. 

The real problem still confronting us is why pa- 
tients develop pulmonary emphysema at all. Today 
hereditary and environmental factors are being 
constantly stressed as predisposing to the evolution 
of this clinical picture. Likewise, toxic air pollutants, 
especially excessive cigarette smoking, are cited as 
playing the dominant role.” This clearly indicates 
that the true origin of emphysema is still to be de- 
termined, but all evidence indicates that damage 
to alveolar and bronchiolar structures is involved. 

We have observed many patients with industrial 
fibroses of the lung in whom the onset of the clinical 
picture of emphysema with bronchiolitis is often 
manifested by the symptoms and signs of bronchitis 
soon to be followed by bronchospasm, pulmonary 
overdistention, shortness of breath, sputum reten- 
tion, and wheezing. The same sequence of events 
occurs in a great variety of bronchopulmonary dis- 
eases Which have produced extensive destruction of 
lung parenchyma. We have often seen it in the clin- 
ical picture of so-called respiratory cripples after 
pulmonary diseases and likewise after surgical re- 
sections of the lung. We have noted it developing 
rather abruptly after pneumonias, pleurisies, post- 
operative pulmonary complications, and even after 
traumas, with or without known pulmonary involve- 
ment, such as embolic infarction. In such cases the 
symptoms and signs we have mentioned, followed 
by progressive pulmonary disability, often develop 
within a few months or even weeks. 

In very tew of these patients were we convinced 
that there was clinically significant bronchitis as the 
cause of the disabling disease. In most patients the 
bronchitis was slight, with a rather dry cough and 
a sputum that was scant and predominantly mu- 
coid. In those patients with severer purulent bron- 
chitis, treatment with antibiotics cleared up the in- 
fection, and yet the so-called bronchitis persisted, 
together with clinical emphysema, and often went 
on to progressive pulmonary disability. 

Simple bronchitis as an isolated inflammation of 
the central tracheobronchial tree is perhaps one of 
the most common diseases met with in practice as 
well as a common postmortem finding in patients 
dying of wholly unrelated diseases. Yet, even when 
it becomes severe and protracted, it rarely leads to 
persistent airway obstruction and emphysema. The 
concept now prevails that chronic bronchitis event- 
ually extends to the terminal branches of the bron- 
chial tree, where obstruction results in mechanical 
overdistention of the air spaces. However, the as- 
sumption that the bronchiolitic process usually asso- 
ciated with pulmonary emphysema is merely an 
extension of the process from bronchitis proper has 
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been disputed by pathologists * and is not borne out 
by clinical observations. These indicate, on the one 
hand, that bronchitis proper, even long-protracted 
and severe, rarely results in emphysema, while, on 
the other hand, emphysema often develops without 
antecedent bronchitis. 

In order that bronchitis lead to emphysema, it is 
usually said that it must be long-protracted and se- 
vere. In our experience severe bronchitis and diffuse 
pulmonary emphysema are to a large extent incom- 
patible. Marked diffuse emphysema is usually found 
with mild bronchitis and scant secretion, while 
severe bronchitis with copious secretion is usually 
accompanied by mild emphysema. The evidence 
speaks against causal relationship between bronchi- 
tis proper and true emphysema. Clinically, they are 
readily confused with each other because of some 
common clinical features due to the bronchiolitis 
that are invariably associated with emphysema, 
namely, cough, expectoration, and wheezing. 


Nature of Emphysema 


Pulmonary emphysema with bronchiolitis, mani- 
festing the clinical picture of bronchospasm, pul- 
monary hyperinflation, and secretion of tenacious 
sputum, is neither a primary disease nor a specific 
clinical entity. It makes its appearance secondarily 
in a great variety of bronchopulmonary diseases, 
and its etiology includes all such agents as infec- 
tions, allergies, and toxic air pollutants, the same ones 
that can produce bronchitis alone. The common de- 
nominator of all these is that they are capable of 
producing lung damage and leading to significant 
loss of normally functioning lung parenchyma. 

Clinically, the signs and symptoms of emphysema 
are often marked when there is little evidence of 
anatomic emphysema by x-ray and autopsy. Vice 
versa, much anatomic emphysema, as evidenced by 
x-ray and autopsy, may exist without clinical symp- 
toms and signs of its presence. Because of these 
facts pathologists * have emphasized the functional 
factor in bronchiolitis, one that is not accessible to 
pathological demonstrations. Clinicians have raised 
the question, “Is emphysema a clinical concept 
only?” There is a trend now to stress bronchial 
spasm as the primary factor in the origin of emphy- 
sema and to speak of “bronchospastic disease” with 
overdistention of the lungs, namely, emphysema, as 
a mere byproduct of variable extent, not directly 
related to the extent of functional disturbance.” 

The functional and reversible nature of emphy- 
sema with bronchiolitis is borne out by the great 
discrepancy long known to eyist between its clinical 
and anatomic criteria, Today even Laennec’s con- 
cept of obstructive bronchiolitis leading to obstruc- 
tive emphysema is generally interpreted as a func- 
tional mechanism. The current concept is that 
airway obstruction in emphysema is “air trapping” 
through disturbances in the normal tunction of the 
bronchioles. 
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It should be noted further that, contrary to what 
is generally assumed, there is no factual evidence 
for the existence of bronchospasm in asthma, bron- 
chitis, or emphysema. Nor is there any morphologic 
evidence of actual obstruction of the bronchial tree. 
Obstruction to airflow is inferred on the basis of the 
clinical features, the signs and symptoms of dis- 
turbed ventilation of pulmonary hyperinflation, and 
the viscidity of secretions. Clinically, the distinction 
between obstructive bronchitis and emphysema is 
generally most difficult. Reliance is now put on 
functional testing, but the one test believed to be 
reliable for detecting the presence of emphysema, 
namely, determination of the over-all diffusing 
capacity, is barely out of the experimental stage.” 

Finally, recent clinical and pathological observa- 
tions indicate that the normal structural and func- 
tional integrity of the pulmonary parenchyma is 
conditioned upon the normal regulation of blood 
perfusion in the complex capillary bed of the bron- 
chioles and alveoli by its double blood supply from 
pulmonary and bronchial arteries. Disturbances in 
this regulation may result in structural changes not 
unlike those seen in emphysema from other causes. 
Such disturbances in pulmonary circulation are 
known to result from a great variety of broncho- 
pulmonary and pleural diseases. Thereby normally 
functioning lung tissue may be so damaged as to 
lead to the clinical picture of emphysema with 
bronchiolitis. The tenacious character of the secre- 
tions, we believe, indicates disturbances in fluid 
filtration normally flushing the alveolobronchiolar 
spaces. This fluid filtered out from alveolar capillar- 
ies has the mucolytic power required for self-cleans- 
ing of the terminal airways in the lungs.’ 


Comment 


In view of the foregoing, we have come to look 
upon emphysema and bronchiolitis as clinical man- 
ifestations of disturbances in the functions and 
structures of the bronchioles and alveoli, The symp- 
toms and signs indicative of bronchiolar spasm, 
pulmonary hyperinflation, and tenacious secretions. 
we believe, are primarily functional in nature, as is 
evidenced by their reversibility. Their relationship 
to progressive pulmonary insufficiency has been 
recently discussed by us elsewhere.” There we 
have emphasized the insidious character of the 
evolution of pulmonary insufficiency in later life 
owing to damage to lung parenchyma many years 
previously. 

It is our concept that pulmonary insufficiency 
manifests itself first in disturbances of the normal 
function of the bronchioles and alveoli, The exact 
nature of this dysfunction, which we believe plays 
the key role in the pathogenesis of the clinical pic- 
ture under discussion, remains to be determined 
when more will be known of the autonomic func- 
tion of these terminal structures. There is now ample 
evidence of such activity playing the key role in the 
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regulation of ventilation and circulation in the ulti- 
mate lung structures. The clinical picture of emphy- 
sema with bronchiolitis is logically interpreted as a 
manifestation of disturbed function of the bronchi- 
oles and alveoli owing to pulmonary insufficiency 
when pulmonary reserves have become exhausted. 
Progressive pulmonary insufficiency leads to chronic 
cor pulmonale, which has come to be recognized 
as a fairly common clinical picture. In an increasing 
proportion of cases this now ends in protracted 
cardiopulmonary failure. 

Acute failure may be precipitated by intercurrent 
pulmonary infections, a bronchitis either with or 
without pneumonitis. In the preantibiotic era these 
were, in fact, frequent fatal complications of pul- 
monary insufficiency. In our experience bronchitis 
often develops secondarily in) emphysema with 
bronchiolitis which has long preexisted. These have 
contributed to the confusion about the true origin 
and nature of the clinical picture. 

A therapeutic aspect deserves special mention, 
because it bears upon the incompatibility between 
chronic bronchitis, characterized by copious expec- 
toration, and diffuse emphysema, usually associated 
with scant tenacious secretions. Long ago Laennec 
described bronchiolitis of emphysema as “dry ca- 
tarrh.” This is borne out by clinical experience, indi- 
cating that the more diffuse and severe the emphy- 
sema, the more scant and tenacious are the bron- 
chial secretions. Clinical experience has also shown 
that in severe emphysema, with almost complete 
arrest of expectoration, drugs which bring about 
return of expectoration and even temporary increase 
of secretory activity afford considerable relief from 
distressing symptoms and dyspnea. The beneficial 
effects of such drugs as potassium iodide and am- 
monium chloride appear to be related to the tempo- 
rary increase in expectoration. The clinical features 
in these cases simulate asthma-like episodes by 
phases of increased bronchiolar spasm with arrest 
of expectoration, followed by its return marking the 
relief from symptoms. This periodic increase of se- 
cretions has led patients and observers alike to at- 
tribute the “attacks” to lack or retention of secre- 
tions. 

Clinical experience indicates that in patients with 
severe diffuse emphysema episodes of bronchitic or 
pneumonitic infections resulting in purulent secre- 
tions, even of moderate amounts, are poorly toler- 
ated. Such episodes are not infrequent secondary 
complications and, unless promptly controlled, often 
precipitate abrupt pulmonary failure even in cases 
far from the terminal stages. This has led to the oft- 
repeated statement that control of intercurrent bron- 
chial infections is the most important factor in the 
prevention of pulmonary failure in emphysema, It 
should be noted, however, that, although bronchitic 
and pneumonitic infections are readily controlled 
by the many antibiotics now available, yet the mor- 
tality from cor pulmonale has increased rather than 
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diminished, indicating that it is the emphysema 
and not the bronchial infection which is ultimately 
responsible for the pulmonary failure. 
Summary 
Simple chronic bronchitis is a common trivial 
disease of the central tracheobronchial tree. In the 
vast majority of cases it does not lead to the severe 
clinical picture of emphysema with bronchiolitis in- 
volving pulmonary function. When pulmonary func- 
tion is involved, there is a clinical picture of emphy- 
sema and bronchiolitis which does not represent a 
specific disease. It is an ominous clinical picture 
which results from a great variety of bronchopul- 
monary diseases that involve the function of the 
finer structures of the lungs as a whole. 
850 Fifth Ave. (21) (Dr. Mayer). 
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SAFE TRANSPORTATION OF NEWBORN INFANTS FOR EMERGENCY SURGERY 


Harry C. Bishop, M.D., Philadelphia 


In recent vears more attention has been given 
to early diagnosis and definitive surgery for the in- 
fant born with a congenital defect incompatible with 
life. The physician attending the newborn infant is 
suspecting or diagnosing these lesions soon after 
birth, and the infant is then being treated by a new 
group of specialists particularly interested in the 
management of these anomalies. 

This new group of highly trained physicians, 
radiologists, anesthesiologists, and surgeons have 
concentrated their efforts largely in children’s hos- 
pitals throughout the country where, in a team 
effort, the newborn infant undergoing corrective 
surgery has a better chance for survival. Newborn 
infants are being transferred to these centers from 
maternity hospitals, from smaller community hospi- 
tals, and from larger general hospitals which lack 
the facilities or the trained personnel necessary for 
the over-all care of the infant undergoing major 
reconstructive surgery. 

Experience has shown that the newborn infant, 
with proper care, can tolerate transportation, whether 
it be a short distance or many hundreds of miles. The 
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The transfer of a newborn infant from 
one hospital to another for the correction of 
a life-threatening congenital anomaly should 
be supervised by one person, and this per- 
son should be one who appreciates the 
need for dispatch. A competent attendant, 
preferably a nurse trained in the care of 
newborn infants, must accompany the pa- 
tient. Air travel is not dangerous to the 
infant if traveling incubators and adequate 
nursing are available. It is desirable for the 
father to travel with the infant and nurse 
and to confer with the surgeon. The nurse 
must be provided with means for aspirating 
mucus in cases of esophageal atresia and 
for preventing intestinal distention in cases 
of omphalocele, diaphragmatic hernia, in- 
testinal obstruction, and imperforate anus. 
The difficulties of transferring an infant from 
one hospital to another are outweighed by 
the advantages if the latter institution has 
a staff or provides equipment better adapted 
to the requirements of the case. 
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purpose of this paper is to discuss some of the factors 
which influence a safe trip for the infant. The first 
section discusses general considerations applicable 
to all infants regardless of their surgical defects, and 
the second section gives suggestions for the trans- 
portation of those with specific congenital anomalies. 


General Considerations 


A newborn infant with an anomaly incompatible 
with life should be operated on without delay, and 
hence his preparation for transfer and the actual 
transfer should be carried out with dispatch. The 
mechanics for this should be supervised by one 
person who appreciates the statistical fact that the 
salvage rate diminishes with each passing hour prior 
to the corrective surgery. 

All infants should be given one of the vitamin K 
preparations intramuscularly, and the administration 
of antibiotics should be started as soon as the neces- 
sity for surgery is realized, Initial dosages of 30,000 
units of aqueous penicillin and 30 mg. of strepto- 
mycin provide adequate protection. These should 
be given in the maternity hospital before transfer, 
so that effective serum levels will exist at the time 
of surgery. 

Care must be taken to avoid unnecessary fatigue 
in these infants by repeated examinations or over- 
zealous diagnostic procedures. The newborn infant's 
reserve, which is limited, must be protected for the 
surgical ordeal which lies ahead. It is, for example, 
unnecessary for most of these infants to have fluids, 
administered either intravenously or by hypodermo- 
clysis, unless more than 36 or 48 hours have elapsed 
since birth. It has been found that the slightly “dry” 
infant is a better surgical risk than the overhydrated 
one. Oral feedings are, of course, contraindicated, 
not only because these are patients who will require 
a general anesthesia but also because of the serious 
risk of vomiting and aspiration during the pre- 
operative period. 

Maternity hospitals not equipped or staffed to do 
neonatal surgery should have portable incubators 
in which to transport infants. Such incubators are 
equipped with a small oxygen tank, so that a high 
concentration can be maintained, and, if necessary, 
oxygen can be given by mask. These incubators can 
be heated by a unit which takes current from the 
vehicle's storage battery, or, if the trip is a short one, 
the necessary heat can be supplied by well-covered 
hot water bottles placed in the incubator. It is just 
as important that the infant's temperature should 
not exceed normal as it is to prevent its falling 
below 97 F (36.2 C). Holding the incubator tem- 
perature at 85 to 88 F (29 to 31 C) will generally 
maintain an infant’s temperature in a safe range. 

We have had infants sent to our institution mere- 
ly wrapped in blankets and held in a nurse’s arms, 
with a small infant oxygen face-cone available. For 
short trips this is satisfactory, but a controlled 
atmosphere in a portable incubator is preferable 
and certainly essential for long journeys. Whether 


TRANSPORTATION OF NEWBORN INFANTS—BISHOP 1231 


the infant comes by car or ambulance generally 
makes little difference, especially if a portable incu- 
bator is used. However, it is essential to have a com- 
petent attendant with the infant, preferably a nurse 
trained in the care of newborn infants. She must be 
able to aspirate the nose, pharynx, and stomach en 
route. For this purpose she should be supplied with 
a8 F. red rubber catheter and a 20-ce. svringe, This 
small catheter readily enters the infant's nose, 
pharvnx, or stomach without difficulty, and manual 
aspiration with the attached syringe works well. In 
spite of adequate aspiration in the maternity hos- 
pital, most of these infants require repeated clearing 
of secretions or intestinal contents during the trip. 

Although transfer by private car or ambulance 
is most common, we now know that air travel is 
not dangerous if traveling incubators and adequate 
nursing are available. Many newborn infants have 
now been flown hundreds of miles to centers 
equipped for neonatal surgery and care. We have 
found most airlines cooperative in providing trans- 
portation, as are the airports in allowing ready 
transfer of the infant and attendant from plane to 
waiting vehicle. 

It is desirable for the father to travel with the 
infant and nurse to the children’s hospital, since the 
surgeon should meet the father, discuss the serious- 
ness of the contemplated surgery, and answer his 
many questions. There has been no long-range psy- 
chological preparation for the arrival of an imperfect 
offspring and the risks of a serious operation. The 
infant's transfer should not be delayed, however, if 
the father is not available. 


Management of Specific Congenital Defects 


Omphalocele.—Omphalocele is one of the most 
urgent defects requiring surgical correction. The 
thin, avascular omphalocele sac is in danger of 
rupturing, with evisceration and contamination of 
the abdominal contents and the peritoneal cavity. 
Early administration of antibiotics is important, and 
efforts should be made to keep the omphalocele sac 
clean and moist. Gauze sponges soaked in an aque- 
ous antiseptic solution (aqueous benzalkonium 
[Zephiran] chloride) should be placed around the 
sac and should be held in place by a diaper or wide 
bellyband pinned with a safety pin around the in- 
fant’s middle. This dressing will keep the omphalo- 
cele membrane clean and moist and will support the 
sac and lessen the chance of evisceration. 

As the infant swallows air, the intestines become 
progressively more distended, which leads to greater 
difficulty in reducing the herniated organs and clos- 
ing the large ventral defect at the time of surgery. 
Therefore, the infant born with an omphalocele, 
large or small, should have a 8 F. catheter (with 
several extra holes cut into it) passed into the stom- 
ach and kept on constant suction until the surgery 
has been done. In this way most of the swallowed 
air will be removed, and hence the intestinal loops 
will occupy less space. 
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Esophageal Atresia with Tracheoesophageal Fis- 
tula.—The most serious preoperative risk to an in- 
fant with atresia of the esophagus is the aspiration 
of his own pharvngeal secretions that pool in the 
short, blind pouch of the upper esophagus. These 
secretions well up into the pharvnx and over into 
the trachea, with resultant aspiration pneumonia 
and atelectasis. All efforts should be directed to 
avoid this aspiration and lessen the severity of the 
pneumonia which is always present. 

The infant should be constantly attended by a 
iurse who removes these secretions gently through 
a small cotheter (8S F. urethral red rubber with a 
single hele cut near the tip). Some advise that the 
infant be kept in a 30-degree Trendelenburg  posi- 
tion, so that the secretions collect in the nasopharynx 
rather than the oropharynx and hence away from 
the entrance into the trachea. Others believe that 
the infont kept in Fowler's position is less apt to 
regurgitate irritating acid gastric content up through 
the fistula and into the lungs. With adequate naso- 
pharvnge il aspiration, a 30-degree Fowler position 
is preferable. 

The infant must not be fed orally, should have 
early administration of antibiotics, and should be 
transferred under good supervision. Ideally, his 
condition when he reaches the operating table 
should be as good at it was at birth. Recently a 
premature infant with this anomaly was transported 
4.000 miles by air. He arrived in excellent condition 
end underwent successful corrective surgery. 

Intestinal Obstruction.—The group of patients 
with intestinal obstruction includes those infants 
with atresia of the intestine, obstructing annular 
pancreas, malrotation of the colon with midintestinal 
volvulus, meconium ileus, and some with mega- 
colon and a variety of incomplete or intermittently 
obstructing lesions. All these infants are vomit- 
ing: the intestines of many are distended, and they 
must be protected from aspirating stomach content. 
Once the diagnosis of intestinal obstruction is made, 
a 8 F. red rubber catheter (again with extra holes 
cut near its tip) should be passed through the nose 
and down into the stomach. Intermittent suction 
through this catheter by a syringe will remove the 
dangerous secretions that this weak newborn infant 
is unable to vomit safely. A small catheter plugs 
easily and may need to be replaced or irrigated 
with saline solution. 

Many infants with intestinal obstruction have 
their intestines distended enough to have elevated 
diaphragms and limited respiratory exchange. They 
do better and are less fatigued if transported in 
incubators equipped with small oxygen tanks. 

Patients with this defect are often studied exces- 
sively prior to transfer. This is understandable, 
since there is an intense desire to diagnose the spe- 
cific cause of the intestinal obstruction. Prolonged 
watching or study for this purpose is to be con- 
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demned. If mechanical intestinal obstruction is pres- 
ent, the precise diagnosis is frequently impossible 
and generally unnecessary prior to laparotomy. 

Imperforate Anus.—Usually the female infant born 
with an imperforate anus has an associated fistula 
into the vagina, at the posterior fourchet, or through 
the perineum. Such a fistula, although small, gen- 
erally will allow decompression of the rectal pouch, 
and thus large intestinal obstruction is not present. 
Consequently the female infant is rarely a candidate 
for emergency transfer and surgery. The detect 
should be repaired, however. sometime within the 
first six months of life. 

The male infant generally does not have a fistula 
which can adequately decompress the rectal pouch. 
If a fistula is not seen and the anus is imperforate, 
there may be a fistula to the base of the bladder or 
the urethra, so that a small but inadequate amount 
of meconium may be seen coming from the penile 
meatus. Therefore, male infants must be operated 
on soon after birth. 

To determine whether a perineal surgical ap- 
proach is feasible, it is desirable for the infant’s intes- 
tine to pass gas down to the rectal pouch where, at 12 
or 24 hours of age. an upside-down, lateral roentgen- 
ogram will show the distance from anal dimple to 
rectal pouch. If the distance is 1.5 em. or less, a peri- 
neal approach is indicated. Therefore, the male in- 
fant with an imperforate anus should be allowed to 
swallow air for the first 10 or 12 hours of life, and 
then the stomach and upper small intestine should 
be continuously decompressed by nasogastric 
catheter and suction. Again, one must constantly 
watch such an infant to help him clear his pharynx 
if he does vomit and, hence, avoid the dangers and 
rigors of aspiration pneumonitis and atelectasis. 

Diaphragmatic Hernia.—The newborn infant with 
hernia of the diaphragm is potentially a serious 
problem, for he can do well for minutes, hours, days, 
or even weeks before suddenly, and without warn- 
ing, the intestinal loops in the thorax become further 
distended and the delicate respiratory balance is 
upset. At this time the mediastinum shifts to the 
uninvolved side and seriously impairs the expansion 
of the functioning lung on that side. Since one never 
knows when this serious complication might occur, 
it is strongly urged that all diaphragmatic hernias, 
large or small, symptomatic or asymptomatic, be 
considered surgical emergencies and be operated on 
without delay. 

Every infant with a congenital hernia of the dia- 
phragm should have a nasogastric tube passed and 
suction applied to prevent further gaseous disten- 
tion of the loops of intestines that are up through 
the diaphragmatic detect. During the transfer he 
must be kept in oxygen or it must be readily avail- 
able in case of respiratory distress. In the case of 
an infant with hernia of the diaphragm one must 
not wait until morning, or a more convenient time, 
for the transfer, preparation, and execution of the 
corrective surgery. 
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Summary and Conclusions 
General and specific suggestions are given for the 
safe interhospital transfer of an infant born with a 
congenital anomaly which requires emergency, life- 
saving surgery. The need for such transfer should 
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not keep the newborn infant from having the 
best surgical and postoperative care in another 
institution which is equipped and staffed for this 
care. 


1740 Bainbridge St. (46), 


AN EVALUATION OF 
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STANDARDS 


FOR THE HOSPITAL CARE 


OF PREMATURE INFANTS 
Rowland V. Rider, Sc.D., Paul A. Harper, M.D., Hilda Knobloch, M.D. 


and 


Sara E. Fetter, R.N., C.N.M., Baltimore 


The present report is concerned with the evalua- 
tion of standards for hospital care of premature 
babies and is based on a study of the 4.700 pre- 
mature infants born in Maryland in 1952. The 
standards assessed are those listed in the manual 
prepared by the Committee on Fetus and Newborn 
of the American Academy of Pediatrics entitled 
“Standards and Recommendations for Hospital Care 
of Newborn Infants,” October, 1948.' The 1954 
edition contains only a few changes, most of which 
are of a minor nature except for those about the 
administration of oxygen. Evaluation is made by 
means of a study designed to test the hypothesis 
that there is a direct relationship between degree of 
hospital conformity with the recommendations and 
neonatal survival rates. 

Standards for hospital care of premature infants 
have been developed item by item over several 
decades and are largely the consensus of individuals 
with wide experience in the care of newborn infants. 
Very few of these items have been the result of 
controlled clinical trials such as have recently been 
done on the question of how much oxygen or how 
much vitamin K should be given to premature 
babies, 

An evaluation of current standards item by item 
by such controlled clinical trials may be desirable in 
theory; however, when one considers the great 
number of individual items and when one reviews 
the great amount of effort and expense required to 
settle the one question of oxygen referred to above, 
one is forced to conclude that many of the itemized 
standards would be extremely difficult to evaluate 
in this rigorous manner. One alternative is to eval- 
uate the group of standards as a whole, and such a 
study is the subject of this report. 


From the Division of Maternal and Child Health, School of 
Hygiene and Public Health, Johns Hopkins University. Dr. Knobloch 
is now at the Ohio State University College of Medicine. 


The hypothesis that conformity with recom- 
mended standards of hospital care for pre- 
mature infants makes for higher neonatal 
survival rates was tested by rating a number 
of hospitals as to their conformity to such 
standards and comparing the ratings with 
observed neonatal mortality data. The rat- 
ings were based on direct observation of 
hospital practices at the beginning and at 
the end of the year of study and were 
themselves tested for reliability; they re- 
vealed a wide diversity in the quality of 
care given to premature infants and per- 
mitted the grouping of hospitals into high, 
middle, and low thirds. The hospitals in the 
high third tended to be larger, to have a 
higher percentage of nonwhite patients, and 
to be the recipients of patients referred 
from lower-ranking hospitals; nevertheless, 
the percentage of 28-day survivals for 
infants who we'ghed 2,500 Gm. (5.5 Ib.) or 
less at birth was 85.6% for the high third 
as compared with 81.5% and 82.2% for 
the middle and low thirds. The difference in 
survival rates was most perceptible in the 
group of infants weighing from 1,001 to 
1,500 Gm. (2.2 to 3.3 Ib.) at birth. These 
data support the recommended standards 
as a whole insofar as survival is a criterion. 
The low survival rate of premature infants, 
even in hospitals conforming to standards, 
and the evidence that premature babies 
who survive have a higher than average 
incidence of handicaps show that increased 
emphasis and support should be given to 
methods of preventing or delaying pre- 
mature birth. 
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Method of Evaluation 


A premature infant was defined as an infant 
weighing less than 2,501 Gm. (5.5 lb.) at birth. It 
was estimated that a single year’s experience in 
hospitals throughout Maryland would be sufficient. 
The study was planned to obtain two sets of data: 
(1) information concerning the hospitals which 
would permit rating them as to their conformity to 
the standards, and (2) observations about the pre- 
mature infants cared for by the hospitals which 
would not only answer the question of survival but 
would also allow proper consideration to be given to 
differences in the kinds of population served by the 
hospitals. 

tating the Hospitals—Continuous observation of 
the practices of each hospital throughout the study 
vear—and this done without influencing hospital be- 
havior—would provide the ideal data for judging the 
extent to which the hospitals conformed to stand- 
ards. As the closest approximation to this that 
seemed. practicable, two surveys of the hospitals 
were made, one at the beginning of the study year 
and one at the close. Thus changes during the year, 
other than temporary changes between the surveys, 
would be recognized. 

The surveys were conducted by a team of two 
of us, one a pediatrician (H. K.) and the other a 
certified nurse-midwite (S. E. F.), both experienced 
in making observations on premature nursery care. 
A questionnaire was developed to record the obser- 
vations and to facilitate scoriag. [tf comprised ap- 
prcximately 90 items which were chosen from 
among the standards for care of premature babies 
listed in the manual described above. The selection 
was made by the study staff after consultation with 
a number of authorities in the fields of infant care 
and obstetrics. The aim in making the selection was 
to provide in questionnaire form a fairly complete 
summary of the standards. As far as possible each 
question was phrased to permit a yes or no answer, 
although some questions required a graded response 
or a simple listing or description of the pertinent 
facts. 

The final step in defining the criteria for measur- 
ing hospital conformity to standards was determin- 
ing a system of scoring the questionnaires so that 
the hospitals could be ranked. The method used was 
to divide the questions into six groups of related 
items, assigning to each group a weight believed to 
indicate the group's relative importance. The sum of 
the weights was made equal to 100. The following 
weighting was used: 1. Labor, delivery, transit to 
nursery, 19. 2. Nursery space, facilities, practices, 
19. 3. Medical staff and policies, facilities for trans- 
fusion and laboratory examinations, 19, 4. Nursing 
staff and policies, 19. 5. Records, 14. 6. Postdis- 
charge policies, 10, 
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Items included in each of the above groups were 
assigned weights so that the total of the weights 
within a group equaled the assigned group weight. 
The aim here also was to have the individual item 
scores reflect the relative importance of the items 
within the specific groups. 

The decisions on the scoring were made prior to 
the surveys, except for a few judged inadequate on 
the basis of early experience. In these instances the 
items’ maximum scores were not changed but partial 
scores were defined. Detailed definitions and in- 
structions were prepared as an aid to uniform inter- 
pretation of the questions and their scoring. 

A preliminary visit was made to each hospital 
that provided care to premature infants to explain 
the study and to enlist cooperation. Subsequent 
survey visits were made by appointment, at which 
time key hospital personnel were interviewed and 
certain facilities and practices were directly ob- 
served. 

Information Concerning the Premature Infant.— 
All premature infants born in Maryland in 1952 
and cared for in the hospitals of Maryland were 
included in the study. The hospitals agreed to 
furnish on forms provided to them certain details 
concerning each premature baby under care, The 
completeness of reporting was checked by reference 
to registered births for the same year, and over 
98% of the required reports were received. 

The neonatal survival status (28 days) was the 
primary fact about each child on which this evalua- 
tion study depended, There were four sources for 
this information: 1. The reports from the hospitals 
provided discharge date and status. Thus for all 
discharges of infants aged 28 days or over and for 
hospital deaths of infants under 28 days of age the 
28-day status was. known. 2. Death certificates for 
infant deaths were matched with birth certificates in 
Maryland, and so age at death for all of the pre- 
mature infants dying in Maryland under one year of 
age was theoretically known from this source. For 
babies known to have been moved from Maryland 
prior to their reaching 28 days of age the vital 
records office of the state to which the baby went 
was asked to search its infant death files. Most 
states have filing systems that permit them to an- 
swer such a request. 3. Home visits were made by 
public health service nurses when the premature 
infants were over one month of age. These visits, 
part of a follow-up program not discussed in this 
paper, were limited to Maryland residents not 
known to have died in the hospital and for these 
infants provided a positive check on the survival of 
those not reported as dead to the vital records 
offices. 4. Letters to physicians or mothers or both 
for out-of-state babies were also used as a source 
of information on survival. 

If a positive statement concerning either survival 
at 28 days or death prior to that age was not ob- 
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tained, the 28-day survival status was considered 
unknown. There were 1.7% of the babies in this 
category of unknown neonatal survival. 

The forms which were provided the hospitals 
were designed to furnish information concerning 
the premature infants cared for by each hospital so 
that as far as possible factors which might influence 
neonatal survival but which were independent of 
hospital practices might be identified and controlled. 
In addition, some data were obtained on the hospi- 
tal report form as base-line information for the later 
follow-up study mentioned previously. The follow- 
ing subjects were included: identifying information, 
economic status of family, age and parity of mother, 
race, sex, birthweight, length of gestation, prenatal 
care, transportation history for in-transfers, length of 
labor, analgesia and anesthesia, type of delivery, 
complications of pregnancy, labor and delivery, im- 
mediate postnatal condition of infant, and a few 
items concerning the care and health status of the 
baby during the hospital stay, 


Results 


The arithmetic average of the two survey scores 
was used to rate the hospitals. On the whole the 
second score was higher than the first, the average 
difference being about five points. However, this 
shift was fairly uniform so that a hospital’s rank 
was little different whether the first or second sur- 
vey score was used. (Spearman’s rank correlation 
coefficient equals 0.94. ) The scores (here and subse- 
quently this refers to the average of the two scores ) 
ranged from 8.5 to 82.4 and were distributed as 
shown in table 1, second and fourth columns. The 


TasBie 1.—Distribution of Hospitals and Babies According to 
Hospital Score, Maryland, 1952 


Babies Babies 
Cared for Cared for 
Hospitals in Hospitals Hospitals in Hospitals 
with Given with Given with Given with Given 


Score Score, No.  Seore, No. Seore, “% Score, % 

26S 10.9 5.9 
8 822 17.4 18.2 
10 SO} 21.7 19.8 
7 753 15.2 16.6 
3 812 6.5 17.9 
2 624 4.3 13.8 

46 4 ,525* 99.9 100.0 


* 4,458 different babies, with 67 babies transferred from one hospital 
to another being counted twice. One hundred twenty-four of the babies 
were home deliveries, 4,334 were born in a hospital. 


corresponding distribution of babies according to 
the score of the hospitals in which they received 
care are given in the third and fifth columns of 
table 1. Comparison of the hospitals and baby distri- 
butions reveals the tendency of the larger hospitals 
to score higher than the smaller ones. 

For the purposes of correlating neonatal survival 
with degree of conformity to standards, the hospi- 
tals were grouped in three divisions ranked accord- 
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ing to hospital score so that each division contained 
approximately one-third of the premature infant 
population. Table 2 shows this grouping. The higher 
scoring of the large hospitals is again evident, In 
addition, the concentration of the nonwhite babies 
in these hospitals is noteworthy. 

Table 3 summarizes the comparison of the three 
hospital divisions. The top ranking hospitals had a 
clear and statistically significant advantage over the 


Taste 2.—Hospital Divisions, Showing Scores, Number of 


Hospitals, and Number of Premature Infants 
by Race, Maryland, 1952 


Premature Infants, No. 


Hospital Hospital Hospitals, — i - 
Division score No. White Nonwhite Total 

Under 50 27 1,302 326 1,628 


“See note to table 1. 


two lower ranking hospital divisions for infants in 
the intermediate weight groups, 1,001 to 2,000 Gm. 
(2.2-4.4 lb.). In the 1,001-1,500 Gm. (2.2-3.3 Ib. ) 
birthweight group the neonatal survival rate for the 
third of the babies cared for in the top ranking 
hospitals is about 16% above that for the remaining 
hospitals, with the standard error of this difference 
being 5.4%. The corresponding difference in the 
1,501-2,000 Gm. (3.3-4.4 lb.) group is about 8%, 
with a standard error of 2.6%, There was no signif- 
icant difference among the hospital divisions in the 
extreme birthweight groups, under 1,001 Gm, (2.2 
lb.) and 2,001 to 2,500 Gm. (4.4-5.5 Ib.). Nor was 
there evidence of any difference in survival rate be- 
tween the middle and lowest ranking hospital divi- 
sions in any weight group. 

As suggested earlier, one must consider various 
factors relating to the tvpe of population cared for 
by the different hospital divisions before assuming 
that a difference in neonatal survival is causally re- 
lated to the degree of conformity to standards. The 
material has, therefore, been examined specifically 
for each of the following characteristics: race, com- 
plications of pregnancy, labor and delivery, number 
of prenatal visits, and parity and education of the 
mother, the last as another index of socioeconomic 
level. In no case was there evidence that these 
factors have produced the difference demonstrated 
in table 3. 

Two additional factors were considered: hospital 
transfers and fetal deaths. The number of transfers 
was small; only 73, or 1.7%, of the infants born in 
the hospital were transterred; however, since the 
transfer nearly always occurred from a lower rank- 
ing hospital to a higher and since there might well 
be some selection for transfer related to survival, 
this factor was examined. Table 3 presents the data 
with the transfers included in the hospital of birth. 
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When the same material was examined with the 
transfers assigned to the hospital to which they were 
transferred, the results were essentially unchanged. 

It was presumed that the basic definition of a 
fetal death was the same in each hospital and was 
in accord with the recommendation of the National 
Office of Vital Statistics. However, it was recognized 
that individual hospitals might differ in practice as 
to their classification of borderline cases, It was 
pertinent, therefore, to examine the comparison 
of the hospital divisions according to perinatal 
survival, defining perinatal survival as the ratio of 
28-day survivors to the total of live births and fetal 
deaths of 20 or more weeks gestation, As with the 
other factors considered, this did not alter the 
findings. 

One might ask if use of a shorter interval than the 
28-day period would have altered the relationship 
between hospital rank and survival rate. Survival 
rates for the intervals from birth to one day, two 
days, and one week were examined in this connec- 
tion, and the findings were unchanged. Further- 
more, it was found that for the subintervals from 
birth to 1 day, 1 day to 2, 2 to 7 days, and 7 to 
28 days, the survival rate for the top third of the 


PREMATURE INFANTS—RIDER ET AL. 


J.A.M.A., Nov. 9, 1957 


ence, for the lack of a significant difference might 
also be due to better prenatal and perinatal care in 
the high-ranking hospitals. However, one must add 
that the initial or 40-week results of the longitudinal 
comparison of premature and full-term babies have 
the practical implication that increased emphasis 
and support should be given to methods of prevent- 
ing or delaying premature birth, This is a problem 
which is largely in the hands of obstetricians, gen- 
eral practitioners, and the community agencies and 
facilities which serve women during pregnancy and 
delivery. 


Summary 


An evaluation of currently accepted standards for 
hospital care of premature infants was made by 
ranking all hospitals in Maryland on the basis of 
conformity to such standards and then correlating 
their rank with the neonatal survival rate of pre- 
mature infants under their care in 1952, The study 
was designed to test the value of the standards as a 
whole but was not intended to assess any one item. 

The data showed that hospitals conforming close- 
ly to accepted standards for the care of premature 
infants did exhibit a higher neonatal survival rate 


TaBLe 3.—Neonatal Survival Rate According to Hospital Division and Birthweight, 
Hospital-born Premature Infants,® Maryland, 1952 


Birthweight, Gm. (Lb.) 


Under 1,001 (2.2) 1,001-1,500 (2.2-3.3) 1,501-2,000 (3.3-4.4) 2,001-2,500 (4.4-5.5) — 
Surviv- Surviv- Surviv- Surviv- Surviv- Surviv- Surviv- Surviv- Surviv- 
Hospital Division Births als,No. als,% Births als,No. als, % Births als,No. als,% Births als,No. als,% _ Births als, % 
ere 104 4 3.8 133 77 57.9 249 220 88.4 78 760 96.9 1,270 85.6 
91 ) 5.5 104 41 39.4 4 210 79.5 O14 95.4 1,417 81.5 
7 2 aren 93 6 6.5 126 Dd 43.7 303 243 80.2 1,049 1,003 95.6 1,571 82.2 
re YS 15 .2 363 173 47.7 S16 673 82.5 2,791 2,677 95.9 4,258 83.1 


* Transfers are tabulated according to hospital of birth; 76 unknown as to 28-day survival are excluded. 


| Weight distribution of the total births is used as the standard population. 


hospitals uniformly exceeded that of the low two- 
thirds; although, as the survival rate rises in the 
later intervals and the corresponding number of 
deaths in this experience becomes small, the differ- 
ences are not statistically significant. 

The data presented support the standards inso- 
far as survival is a criterion. Subsequent follow-up 
of a sample of these babies and a longitudinal com- 
parison of them with a matched group of full-term 
babies is now in progress. Data on the neurological 
status and intellectual potential of these babies at 
40 weeks of age have been reported and show that 
the incidence of abnormality increases as the birth- 
weight decreases. *° The number of premature in- 
fants who survived to 40 weeks of age and were 
included in the longitudinal study is too small to 
demonstrate any difference between hospital divi- 
sions as to the incidence of neurological or intellec- 
tual defect. It is not to be assumed that a study with 
larger numbers would demonstrate such a differ- 


than did other hospitals. The findings could not be 
explained on the basis of the type of patient cared 
for by the hospitals. It is our opinion that these data 
are evidence of a cause and effect relationship be- 
tween conformity with accepted standards and 
neonatal survival and so support the view that the 
standards in toto are valid. 


This study was supported in part by the Maryland State 
Department of Health from funds made available by the 
Children’s Bureau, United States Department of Health, 
Education, and Welfare, and in part by funds from the 
Thomas Wilson Sanitarium. 
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CLINICAL EXPERIENCE WITH HEMOLYTIC DISEASE 
OF NEWBORN INFANTS 


Thomas R. Boggs Jr., M.D., Philadelphia 


During the vears 1953, 1954, and 1955, 251 new- 
born infants with hemolytic disease secondary to an 
Rh blood group incompatibility were referred to 
the Children’s Hospital of Philadelphia prior to 
their age of 72 hours or were seen shortly after 
birth at the Hospital of the University of Pennsyl- 
vania and the Pennsylvania Hospital. Exchange 
transfusions were performed, when necessary, to 
control the infants’ plasma heme pigment’ and 
total serum bilirubin levels * during the first few 
days of life. Two hundred eighty exchange trans- 
fusions were performed in caring for the total of 
251 infants. The majority of these exchange trans- 
fusions were 500-ml. exchanges. An occasional 
1,000-ml. exchange transfusion was performed. In 
some premature babies the exchange transfusion 
was considered adequate before 500 ml. was in- 
jected but never before a volume equivalent to two 
times the infant’s circulating blood volume had been 
injected. With the exception of the 1,000-ml. ex- 
change transfusions, all the procedures were com- 
pleted within one hour. In four instances, death 
occurred during the exchange transfusion or within 
two hours after the procedure. This gave a mortality 
rate of exchange transfusion of 1.4%. The four 
deaths occurred in infants who were severely ane- 
mic and edematous and who showed signs of re- 
spiratory distress prior to the beginning of the 
exchange transfusion. All the exchange transfusions 
were performed via the umbilical vein with six ex- 
ceptions. In these six cases, a satisfactory withdrawal 
could not be established via the umbilical route and 
it was necessary to cut down on the femoral vein. 
In no instance was an arterv cannulated. The re- 
sults achieved are presented in this report. 

Table 1 compares the results achieved in 167 
infants who were first seen before their age of 12 
hours with the results achieved in 59 infants who 
were referred after their age of 12 hours. All the 
infants in this group weighed 2,500 Gm. (5.5 Ib. ) 
or more at birth. Ninety-seven per cent of the pa- 
tients seen early did well as compared to 88% of 
the patients who were referred late. There was a 
significant difference in the type of tailure encoun- 
tered in the two groups. All the failures in the 
babies seen early were deaths occurring in critically 
ill infants. The failures encountered in the patients 
referred late were, for the most part, in infants who 
survived with cerebral palsy. 

Table | also compares the results achieved in “full- 
term” with those achieved in “premature” infants. 
All patients presented in these groups were seen 
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The results achieved in caring for 251 in- 
fants with hemolytic disease secondary to 
Rh blood group incompatibility varied signifi- 
cantly according to the infants’ age when 
first available for treatment. Treatment was 
aimed to maintain the total serum bilirubin 
level below 20 mg. per 100 ml. during the 
first five days of life. A cure was achieved 
in 97% of those infants first seen prior to 
their age of 12 hours and the five failures 
encountered in this group of infants were 
deaths occurring among babies born criti- 
cally ill. The percentage of failures among 
the infants who were referred after age 12 
hours was 12°% and the type of failure en- 
countered was most frequently an_ infant 
who survived with cerebral palsy. 

Fifty-six of the infants available for treat- 
ment early were babies born to women who 
had had a previous infant with hemolytic 
disease secondary to an Rh blood group 
incompatibility. Fifty-three of these infants 
did well and three died. Therefore one is 
not justified in the great majority of in- 
stances in recommending that a sensitized 
woman not risk a future pregnancy. 

Because of a significantly higher per- 
centage of failures encountered in prema- 
ture infants and because of the difficulty in 
being certain that a previously sensitized 
woman is carrying an infant with hemolytic 
disease, warning is given against the indis- 
criminate use of early termination of preg- 
nancy in the management of this disease. 
This approach should be used only in care- 
fully selected cases. 


prior to their age of 12 hours. Those infants who 
weighed 2,500 Gm. or more were classified as full- 
term, and those who weighed less than 2,500 Gm. 
were classified as premature. A successful result 
was achieved in 97% (162 of 167) of the full-term 
as compared to 76% (19 of 25) of the premature 
infants. All the failures in these groups were deaths 
in critically ill babies, and kernicterus with resultant 
cerebral palsy did not occur. 

Table 2 gives the frequency of exchange trans- 
fusion as performed in the treatment of the 192 
infants, both full-term and premature, who were 
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first seen prior to their age of 12 hours. One-third 
(64) of the patients did well without benefit of an 
exchange transfusion, one-third (66) required a 
single exchange transfusion, and one-third (62) 
required multiple exchange transfusions. A varying 
pattern of need for exchange transfusion was en- 
countered in the premature as well as in the full- 
term infant. 


Taste 1.—Frequency of Failure According to Weight at 
Birth and Age When First Seen in Infants with Hemolytic 
Disease Due to Rh Incompatibility (1953, 1954, 1955) 


Types of Failure 


Wt. at Failures — —, 
Age When First Birth, Infants, ——--——- Cerebral 
Seen, Hr. im No. No. % Death Palsy 
RA <2,500 25 6 24 6 0 


Table 3 presents the results achieved in subse- 
quent infants with hemolytic disease of the newborn 
who were born to 56 women who had previously 
given birth to an infant with hemolytic disease. All 
the subsequent infants were seen before the age of 
12 hours. The status of the previous infant is given 
along with the result achieved in the subsequent 
infant. Fifty-three of the 56 subsequent infants did 
well, and the three failures were deaths which 
occurred in infants born © ‘ically ill. 


Comment 


The results and findings presented in table 1 
underscore those factors which contribute to a 
successful outcome and those which invite failure. 
Thus the necessity for early diagnosis and treat- 
ment is indicated by this table. Early diagnosis can 
be assured by the practice of tvping the blood of 
all pregnant women and by testing the serum of 
those who are Rh negative for the presence of Rh 
antibodies. This will provide forewarning as to the 


Tabsie 2.—Frequency of Exchange Transfusion in Infants with 
Hemolytic Disease Due to Rh Incompatibility 
(1953, 1954, 1955)° 


Exchange Transfusion 


Infants, — 

Wt. at Birth, Gm. No None One Multiple 


* All infants first seen before age of 12 hr. 
+ No tail ves when exehange transfusions not performed. 


birth of most infants with hemolytic disease. The 
performance of a direct Coombs test on the cord 
blood of the infant at the time of birth will estab- 
lish the diagnosis. These disciplines represent  in- 
expensive insurance against tardy diagnosis with 
its risk of cerebral palsy. Once the diagnosis is 
established, as many exchange transfusions should 
be performed in a given infant as are necessary to 
maintain the total serum bilirubin level below 20 
mg. per 100 ml. during the first five days of life, 
and longer in premature infants. Consequently, an 
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institution assuming responsibility for the care of 
these infants should be prepared to perform sero- 
logic studies, determine total serum bilirubin levels, 
and perform exchange transfusions on an “around- 
the-clock” basis. 

The influence of the state of maturity of the infant 
on the outcome is indicated in table 1. A comparison 
of the results in infants weighing less than 2,500 Gm. 
with those in infants weighing 2,500 Gm. or more 
shows a successful result in only 76% of the pre- 
mature as compared to 97% of the full-term infants. 
The poorer results in the premature infants reflect 
two things. One is the morbidity and mortality 
of prematurity per se, and the second is that any 
series of cases of hemolytic disease will contain a 
greater number of premature infants born critically 
ill than full-term infants born critically ill. This is 
because many severely sensitized women will go 
into labor spontaneously prior to their expected date 
of confinement and will give birth to a premature 
baby who is severely affected with hemolvtic dis- 
ease. It does not, in this series, reflect a higher inci- 
dence of kernicterus, as these patients were all avail- 


TABLE 3.—Results in Erythroblastotic Infants Born to Fifty-six 
Women Who Had Previously Given Birth to Infant with 
Hemolytic Disease Due to Rh Incompatibility 
(1953, 1954, 1955)* 


Subsequent Infantt 


Women 
Previous Infant No. Alive and Well Died 

6 6 0 
Live born, cerebral palsy......... 2 2 0 

* All seen before ave of 12 } 


ir. 
t None developed cerebral palsy. 


able for treatment prior to their age of 12 hours. It 
should be emphasized that in an attempt to be as 
accurate as possible gestational age was not used 
as a criterion of prematurity in this series of infants. 
Had gestational age, as well as birth weight, been 
used, a few hydropic infants who were classified as 
full-term because they weighed more than 2,500 Gm. 
would have been classified as premature infants. 
This would have resulted in a slight improvement in 
the percentage of successful results achieved in the 
“full-term” and a corresponding lowering of this 
percentage in “premature” infants. Thus the dis- 
crepancy between the two groups would have been 
even more marked. 

These comparative results between premature and 
full-term infants have particular meaning today 
because the early termination of a pregnancy as a 
method of managing selected cases of severe mater- 
nal sensitization is now being reexplored with in- 
creasing frequency. It is perfectly logical to reason 
that in certain instances it would be better to ter- 
minate a pregnancy early and thus obtain a live 
baby than to wait overly long and have that infant 
die in utero. However, it is extremely difficult to 
determine with any degree of accuracy which in- 
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fant will do better if delivered early. Moreover, 
experience has shown that the indiscriminate prac- 
tice of the early termination of pregnancy, while 
resulting in the birth of a greater number of live- 
born infants, leads to a significantly lower over-all 
success rate because of a much higher neonatal 
mortality.’ Therefore, while there is merit in the 
practice of the early termination of pregnancy in 
carefully selected cases, one should be cognizant 
of the risks involved and use caution. 

The variability of the severity of this disease is 
reflected in the need for exchange transfusion as 
presented in table 2. All the infants presented in 
this table were available for treatment early, and 
exchange transfusions were performed to control 
their plasma pigments, including their total serum 
bilirubin levels, during the first five days of life, 
and longer in premature babies. No failures were 
encountered in those infants who did not receive 
transfusions. It will be noted that approximately 
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Fig. 1.—Initial hemoglobin values in infants with hemolytic 
disease due to Rh incompatibility (1953, 1954, 1955). All 
infants were seen prior to their age of 12 hours. Infants who 
did not receive exchange transfusions are living and well. 


one-third of the full-term infants did not require 
an exchange transfusion and one-third required 
multiple exchange transfusions. It is also interesting 
to note that there were a few premature babies who 
had mild hemolytic disease and did well without 
benefit of this procedure. 

Table 3 is presented in an attempt to counter a 
common misconception. Many women have been 
and are being advised against becoming pregnant 
again once they have given birth to an infant with 
hemolytic disease. Our results do not support such 
pessimism. Fifty-six of the 192 full-term and pre- 
mature infants available for treatment prior to their 
age of 12 hours were born to women who had pre- 
viously had an infant with hemolytic disease, A 
successful result was achieved in 53 (95%) of these 
56 infants. The three failures were deaths, and 
kernicterus was not encountered. It must be pointed 
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out that this series of 56 subsequent infants with 
hemolytic disease was comprised entirely of live- 
born babies and therefore does not indicate the 
incidence of stillbirths in previously sensitized Rh- 
negative women. Nevertheless, the results presented 
make me feel that one is not justified in advising 
against a future pregnancy unless a woman has 
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Fig. 2.—Initial red blood cell counts in infants with hemo- 
lytic disease due to Rh incompatibility (1953, 1954, 1955). 
All infants were seen prior to their age of 12 hours. Infants 
who did not receive exchange transfusions are living and well. 


previously given birth to a stillborn infant. Even 
this situation, as indicated by table 3, is not entirely 
hopeless. 

In view of the fact that delayed treatment plays 
such an important role in contributing to a high 
incidence of cerebral palsy, it seemed advisable to 
analyse those factors most frequently responsible 
for delay. Aside from the failure to make an early 
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Fig. 3.—Initial nucleated red blood cell counts in infants 
with hemolytic disease due to Rh incompatibility (1953, 
1954, 1955). All infants were seen prior to their age of 12 
hours. Infants who did not receive exchange transfusions are 
living and well. 


diagnosis, the placing of too much reliance on the 
absence of abnormal physical findings and too much 
reliance on the finding of normal blood cell counts 
at birth were frequently responsible for delay. Not 
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infrequently the fact that the maternal Rh antibody 
titer was low was responsible for the withholding 
of an exchange transfusion. None of these findings 
are guarantees against an infant developing high 
total serum bilirubin levels during the first five days 
of life with resultant kernicterus. 

Figures 1, 2, and 3 give the initial hemoglobin 
levels and erythrocyte and nucleated red blood cell 
counts in infants who did well without benefit of 
exchange transfusion and in infants who required 
at least two such procedures. All the infants were 
first seen prior to their age of 12 hours. These 
charts show that an appreciable number of infants 
who required two or more exchange transfusions 
had normal or near normal initial hemoglobin values 
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Fig. 4.—Maternal Rh antibody titers of women with in- 
fants born with hemolytic disease due to Rh incompatibility 
(1953, 1954, 1955). All infants were seen prior to their age 
of 12 hours. Infants who did not receive exchange trans- 
fusions are living and well. 


and erythrocyte and nucleated red blood cell counts 
and conversely that a fair percentage of those in- 
fants who did well without benefit of this procedure 
had low hemoglobin values and erythrocyte counts. 

Figure 4 gives the height of the maternal anti- 
body titers obtained within one month prior to 
delivery or at the time of delivery on women whose 
infants did well without exchange transfusion and 
on women whose infants required two or more such 
procedures. All the infants were available for treat- 
ment prior to their age of 12 hours. It is seen that 
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a significant number of the infants who did not 
require an exchange transfusion were born to wom- 
en who had high titers and also that several infants 
who required multiple exchange transfusions were 
born to women whose Rh antibody titer was 1:16 
or less. The fact that the height of the maternal Rh 
antibody titer frequently does not correlate well 
with the severity of the disease in the infant does 
not detract from the value of this test in forewarn- 
ing of the birth of a baby with hemolytic disease 
and therefore does not significantly diminish its 
importance. More help can be obtained from the 
maternal Rh antibody titer in predicting severity 
of disease if several titer determinations are per- 
formed during the pregnancy and changes in the 
character of the titer observed. 


Summary 


The results achieved in the management of 251 
consecutive infants with hemolytic disease sec- 
ondary to an Rh blood group incompatibility indi- 
cate (1) the necessity for tvping of blood of all 
pregnant women and for testing for the presence 
of Rh antibedies in the serum of those who are Rh 
negative, (2) existing misconceptions concerning 
the prognosis for future infants of women who have 
previously given birth to infants with hemolytic 
disease must be countered, and (3) early diag- 
nosis and treatment are necessary in the manage- 
ment of this disease. 

1740 Bainbridge St. (46). 
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peptic ulceration tollowing cardiac surgery has 


been demonstrated in four patients and clinically suspected in three others. This is a most 
serious complication, four of the cases having died as a direct result. Another survived 
only after emergency gastric resection. Prompt diagnosis is essential for a favorable outcome 
and may be attained only by a constant alertness to the possibility of an acute ulcer in any 
postoperative cardiac patient who is not doing well. Early surgery, rather than a more con- 
servative program of therapy, may be lifesaving in these cases and should not be withheld 
merely because the patient has recently undergone cardiac surgery.—D. Berkowitz, M.D., 
B. M. Wagner, M.D., and J. F. Uricchio, M.D., Acute Peptic Ulceration Following Cardiac 
Surgery, Annals of Internal Medicine, June, 1957. 
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CONVULSANT ACTION OF PHENOTHIAZINE DERIVATIVES 


Joseph F. Fazekas, M.D., James G. Shea, M.D., Wilfred R. Ehrmantraut, M.D. 


Ralph W. Alman, M.D., Washington, D. C. 


There are a number of diverse chemical agents 
which have the capacity to initiate epileptiform activ- 
ity or to increase susceptibility to seizures. With a few 
exceptions (atropine, cortisone, procaine, and various 
antihistamines ), such agents are seldom used thera- 
peutically, and seizures are encountered only when 
they are accidentally ingested or taken for suicidal 
purposes. Recent experience indicates that at least 
some of the ataraxic drugs must be added to the list of 
exceptions. The occurrence of 14 seizures in 11 of 21 
psychiatric patients receiving intensive chlorpromazine 
therapy has been reported by Schlichther and others.’ 
Mauceri and Strauss* reported electroencephalo- 
graphic findings in a nonepileptic who had attempted 
suicide with chlorpromazine, and they noted diffuse 
spike and wave patterns indicative of epilepsy. Other 
investigators * have noted convulsive disorders asso- 
ciated with the administration of various ataraxic 
agents, particularly in subjects with a predisposition to 
seizures. In the present report, clinical and experi- 
mental observations of the effects of several pheno- 
thiazine derivatives on the excitability threshold of the 
central nervous system are presented. 


Method 


Clinical observations were made on the incidence of 
convulsions following the parenteral administration of 
chlorpromazine and promazine to more than 3,000 
acutely disturbed patients admitted to the psychiatric 
service of the District of Columbia General Hospital. 
All of these subjects exhibited increased psychomotor 
activity due to various psychoses or to the withdrawal 
of alcohol, barbiturates, or opiates. The dose of chlor- 
promazine or promazine giver intravenously or intra- 
muscularly ranged from 50 to 400 mg. and was given 
at varying intervals for periods of one to seven days. 

The effect of promazine on the cerebral electrical 
activity of 21 subjects with a history of convulsive 
disorder was also determined with a 6-channel Grass 
electroencephalograph. After initial tracings were 
taken, all anticonvulsant medication was discontinued 
for several days. Tracings were then obtained prior to, 
and from 45 minutes to 2 hours after, the administra- 
tion of 50 to 250 mg. of promazine. 

In four other patients with a known history of sei- 
zures, the effects of promazine on cerebral electrical 
activity were determined after an activating oral dose 
of pentylenetetrazol. After control tracings were taken, 
they were given 700 mg. of pentylenetetrazol ( Metra- 


From the District of Columbia General Hospital and the 
Children’s Center. 


Recent experience indicates that at least 
some of the ataraxic drugs, in relatively large 
doses, have the capacity to initiate epilepti- 
form activity or to increase susceptibility to 
seizures. Present observations indicate that 
phenothiazine derivatives have the capacity to 
induce seizures, particularly in those individ- 
uals with a predisposition to such attacks, but 
the mechanism which enhances such suscepti- 
bility is not readily apparent. Caution must be 
exercised when administering the phenothia- 
zine derivatives to patents with a history of 
seizures or to patients known to have had 
organic brain damage or latent epilepsy who 
theoretically may have some predisposition to 
seizures. 


zol) orally, and immediately thereafter, for approxi- 
mately one-half hour, cerebral electrical activity was 
again recorded. The subjects were then given proma- 
zine (300 mg. orally), and tracings were again ob- 
tained. In most instances, continuous tracings were 
recorded from the time the patients received penty- 
lenetetrazol to one-half to two hours after promazine 
administration. The case reports of several subjects in 
whom seizures are believed to have been initiated by 
the administration of promazine are presented. 

In addition to these patients, 45 hyperactive patients 
with mental deficiency were given Wy-1107 [10-(3- 
diethylaminopropy!) phenothiazine], a phenothiazine 
derivative, for control of their behavioral disturbances. 
The drug was administered orally in doses ranging 
from 150 to 600 mg. daily, given in three divided 
doses. Five of the 45 subjects had a history of con- 
vulsive disorder of either traumatic or congenital 
origin. 


Results 


The incidence of grand mal convulsions in the 
group of subjects experiencing alcohol withdrawal 
symptoms and given either chlorpromazine or pro- 
mazine parenterally for relatively short periods of time 
was approximately of the same order for each drug 
(9 and 7% respectively ). This incidence was less than 
that of “rum fits” reported by Victor and Adams * as 
occurring spontaneously in a similar group of subjects. 
Unfortunately, electroencephalograms could not be 
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obtained on any of these subjects after recovery to rule 
out cerebral dysrhythmia due to causes other than 
drug withdrawal. 

In only one subject of the above group (a chronic 
alcoholic with severe delirium tremens ) could the oc- 
currence of the seizure be probably directly attributed 
to the administration of the phenothiazine derivative. 
The patient was given intravenously 700 mg. of pro- 
mazine within a period of 30 minutes. Five minutes 


Effect of Promazine on Cerebral Electrical Activity in Subjects 
with History of Seizures 


Proma- 
zine, EEG Changes 
Oral Atter 
Case Dose Oral Dose of 
No. Clinical Diagnosis Mg. Control EEG Promazine* 
1 Grand mal epilepsy 100 Normal Sleep spindles 
2 #‘'Traumatie seizures 150 Normal 
Aleoholie seizures 150 Spikey 
4 Jacksonian seizures 150 5-7 sec. waves Sleep spindles 
5 Grand mal epilepsy 250 Normal ie 
6 Grand mal epilepsy 150 


Spikes, spike wave, 
slow 


Sleep spindles, 
kK complexes 


7 Grand mal epilepsy AO Spike wave, slow 


S Grand mal epilepsy i) Spiking 


9 Traumatie seizures 100 Normal 

10 Grand mal epilepsy 1K) Normal] 

1i Grand mal epilepsy 200) Borderline Normal + 

12. Psychomotor seizures 200 Normal Sleep spindles 
13. Jacksonian seizures 100 Normal Sleep spindles 
14 Psychomotor seizures 200 Normal 

15 Syneopal attacks 300 Spiking, 5-7 see., slow 

16 =Grand mal epilepsy 250 Normal Sleep spindles 
17. Ss Jacksonian seizures 150 Slow waves Sleep spindles 
18 Grand mal epilepsy 150 Normal 

19 Grand mal epilepsy TS Slow waves 

20 Grand mal, petit mal 40K) Spike wave, slow 


waves 
Small spikes, 
hbitemporal 


21 Grand mal, petit mal 300 


* No changes in all cases. 


after the last 250 mg. was injected, the patient had a 
typical grand mal seizure, lasting for about 30 seconds. 
Subsequent exam:nation failed to disclose a history of 
seizures or an abnormal electroencephalogram. Two ot 
the 10 subjects who received chlorpromazine for the 
management of barbiturate withdrawal symptoms had 
grand mal seizures. Isbell > has reported the frequent 
occurrence of spontaneous seizures following the 
abrupt withdrawal of barbiturates. 

The table presents the interpretation of electroen- 
cephalograms taken before and after the administra- 
tion of promazine to 21 patients with a known history 
of seizures. All of the subjects became more relaxed 
after the administration of promazine, and, in seven 
instances, spindles characteristic of sleep were ob- 
served. Convulsions did not occur in any of these sub- 
jects, and activation, possibly attributable to promazine 
administration, was noted in only one patient. 

The administration of both pentylenetetrazol and 
promazine to the four subjects with a history of sei- 
zures did not result in either seizures or alteration of 
the electroencephalogram except for some increase in 
amplitude of basic pattern. Figure 1 demonstrates the 
tracings of one of these subjects before and after drug 
administration. 


ea 
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Report of Cases 


The case histories of three subjects who experienced 
seizures during promazine administration are presented 
below. 

Case 1.—The electroencephalogram of a mentally retarded 
patient taken two years prior to the present observations dis- 
closed 3 to 4 per second waves but no definite seizure pattern. 
There was no. history of seizures, but because of several 
“syneopal attacks” he was admitted to the hospital for study. 
The electroencephalogram taken prior to the oral administration 
of 200 mg. of promazine showed frequent irregular spike wave 
formations and K complexes. Within 30 minutes after promazine 
ingestion, there was a fairly rapid build-up with the spike wave 
patterns increasing in voltage and frequency until a severe 
grand mal seizure occurred. Figure 2 presents the changes in 
the electroencephalogram before and after promazine adminis- 
tration. 

Case 2.—An 18-year-old woman, hospitalized because of a 
catatonic schizophrenic reaction, was given 150 mg. of proma- 
zine intravenously shortly after admission and 200 mg. orally at 
bedtime. The next day she was given 200 mg. orally on arising 
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Fig. 1.—Effect of promazine and pentylenetetrazol on electro- 
encephalogram. A, pretreatment electroencephalogram. B, 30 
minutes after administration of 700 mg. of pentylenetetrazol. 
C, 30 minutes after administration of 200 mg. of promazine. 


and 200 mg. orally at noon. That afternoon the patient had two 
grand mal seizures, the first approximately one hour after drug 
administration and the second three hours later. There was no 
history of spontaneous seizures. An electroencephalogram dis- 
closed a poorly developed dominant rhythm of 8% per second 
and some slow 2 to 4 per second activity of medium voltage. 
There were frequent single and multiple slow spike discharges 
occurring independently on both sides. During hyperventila- 
tion the abnormalities were accentuated. 
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Case 3.—A 40-year-old woman with no previous history of 
epilepsy was given 50 mg. of promazine four times a day be- 
cause of severe agitation. The dose was rapidly increased to 
800 mg. four times daily. After four days at this dosage, the 
patient had a grand mal seizure. Unfortunately, an electro- 
encephalogram could not be obtained. 


The case reports of the four subjects who demon- 
strated an increased frequency of seizures during the 
administration of Wy-1107, a new phenothiazine de- 
rivative, are presented below. Electroencephalograms 
could not be obtained on these subjects either before 
or during the period they were receiving the drug. 


Case 4.—A mental defective (IQ 38) with a history of a 
single grand mal seizure in January, 1956, was given Wy-1107 
because of behavioral problems, Anticonvulsant therapy had not 
been prescribed, The administration of Wy-1107, 50 mg. three 
times a day, was begun on Oct. 12; four days later the patient 
suffered a severe grand mal seizure. The ataraxic drug was 
immediately withdrawn, and no further seizures occurred, even 
though anticonvulsant therapy was not instituted. 

Case 5.—A 12-year-old post-traumatic mental defective was 
given Wy-1107 because of frequent episodes of agitation char- 
acterized by self-mutilation and destructiveness. There had been 
a history of grand mal seizures until she was 7 years of age. 
For the subsequent five years, she was free of such attacks, and 
for the last several years anticonvulsant therapy had been dis- 
continued. She was given 50 mg. of Wy-1107, three times a 
day, beginning on Oct. 12, 1956. On Oct. 29 she had a severe 
grand mal seizure. The drug was immediately withdrawn, and 
she has had no further seizures to date. 

Cast 6.—A_ 15-year-old idiot with a congenital anatomic 
cerebral defect was.placed on Wy-1107 because of periodic 
episodes of agitation. The patient had had four grand mal 
seizures over a 12-month period prior to ataraxic therapy but 
had not received anticonvulsant medication. He was started on 
therapy with Wy-1107, 50 mg. three times a day, on Oct. 12, 
and 15 days later medication was discontinued because of a 
grand mal seizure. Several days after the seizure, because of 
severe agitation, the patient was given 75 mg. of chlorproma- 
zine, and within two hours he experienced another grand mal 
seizure. Chlorpromazine was withdrawn, and anticonvulsant 
therapy was initiated. 

Case 7.—A 30-year-old male with post-traumatic mental de- 
ficiency (IQ 26) was placed on therapy with Wy-1107 because 
of behavioral problems. He had a history of grand mal seizures 
since the age of five, but his condition was fairly well controlled 
with diphenylhydantoin (Dilantin) and phenobarbital, and he 
had been free of attacks for four months prior to phenothiaaine 
therapy. The patient was started on therapy with 50 mg. of 
Wy-1107, three times a day, on Oct, 12, 1956. The dose was 
doubled on Nov. 13. Two days later he had a severe grand mal 
seizure lasting for over 15 minutes. Wy-1107 therapy was dis- 
continued, and the patient has had no further seizures. 


Comment 


The present observations indicate that the pheno- 
thiazine derivatives have the capacity to induce 
seizures, particularly in those individuals with a pre- 
disposition to such attacks. Convulsions were noted, 
however, in one patient with no history of seizures, but 
unfortunately electroencephalograms could not be ob- 
tained to rule out a possible latent epilepsy. The sei- 
zures were all grand mal in type and occurred for the 
most part while the subjects were ingesting relatively 
large doses of the drug. It is interesting that adminis- 
tration of small isolated doses of promazine did not 
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activate abnormal cerebral electrical patterns nor in- 
duce seizures in subjects known to have paroxysmal 
cerebral dysrhythmia. It may or may not be significant 
that electrical activation was not observed with pro- 
mazine even after susceptible patients had received 
large oral doses of pentylenetetrazol, a known cerebral 
excitant. These observations suggest that the pheno- 
thiazines in single relatively small doses do not pre- 
dispose to seizures and that promazine and pentylene- 
tetrazol may not be synergistic and may possibly exert 
their convulsant effect by different mechanisms. In 
fact, the induction of sleep and the abolition of tension 
artifacts following promazine administration suggest 
that this drug may be a useful adjuvant in the diag- 
nosis of incipient epilepsy. 

There can be little doubt, however, that all the 
phenothiazine derivatives studied, when administered 
orally in large doses to susceptible patients, have the 
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Fig. 2 (case 1).—Changes in electroencephalogram after ad- 
ministration of promazine. A, pretreatment electroencephalo- 
gram. B, after administration of promazine. 


capacity to precipitate convulsions. Apparently, neither 
alteration of chlorpromazine by removal of the chlorine 
atom on the three position of the phenothiazine nu- 
cleus nor the substitution of an ethyl group on the 
terminal nitrogen atom of the promazine side-chain 
alters this capacity. Prochlorperazine (Compazine ) 
maleate, the most recently introduced phenothiazine 
derivative, has also been reported to cause convulsions 
when large doses are administered to psychotic sub- 
jects. It may be of some interest that certain of the 
antihistamines from which the phenothiazines were 
originally derived (diphenhydramine [Benadryl] and 
tripelennamine [Pyribenzamine] hydrochloride ), hav- 
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ing similar side-chains, have also been reported to in- 
duce seizures in patients with a history of predisposi- 
tion to such attacks. 

The mechanism by which large doses of the pheno- 
thiazine derivatives enhance susceptibility to seizures 
is not readily apparent. The ambivalent action of 
phenothiazines in reducing the convulsive threshold 
and simultaneously causing sedation is in marked con- 
trast to the seemingly straightforward depressant ac- 
tion of the barbiturates. Although the exact mechanism 
by which the barbiturates produce their effects is un- 
known, it is generally agreed that they cause a 
descending depression of the neuroaxis, beginning with 
the phylogenically higher centers. The phenothiazine 
derivatives, on the other hand, apparently induce their 
effects primarily by influencing the activity of the 
brain stem reticular formation. Rinaldi and Himwich ° 
have reported that chlorpromazine and _ barbiturates 
depress the electrical activity of the mesodiencephalic 
alerting system. It has been recognized for some time 
that, with the induction of sleep, abnormal cerebral 
electrical activity may be accentuated; in fact, this 
procedure is routinely employed to facilitate the diag- 
nosis of epilepsy. It is possible, therefore, that the 
epileptogenic propensities of the phenothiazine deriva- 
tives may be due to their failure to induce appreciable 
cortical depression to compensate for subcortical 
sedation. 

The available information regarding the chemical 
changes associated with convulsant activity indicates 
that such activity imposes an excessive demand on 
cerebral energy production mechanisms, as evidenced 
by the increased rates of cerebral blood flow and 
oxygen consumption noted during convulsion. It is 
generally agreed, however, that these changes are not 
etiological but the result of the convulsion, since thev 
occur after the onset of the appearance of abnormal 
neural discharges. 

Since convulsions may occur during hypoglycemia, 
hypoxia, and after the administration of drugs (i. e., 
fluoroacetate or cyanide) which inhibit certain inter- 
mediate cerebral oxidative reactions, it would seem 
that interference with cerebral energy production or 
its utilization may be primarily responsible for their 
initiation. 

Previous studies” on the effects of phenothiazine 
derivatives on cerebral hemodynamics and metabolism 
have failed to disclose impairment of either total cere- 
bral circulation or oxygen utilization after their admin- 
istration. These observations suggest that subcortical 
depression following their administration cannot be 
attributed to interference with intermediate cerebral 
oxidative reactions and are more likely due to either 
decreased production of high energy compounds or 
inhibition of utilization of such compounds. In vitro 
studies by Grennell and others * and Bernsohn and co- 
workers ° strongly suggest that the phenothiazine de- 
rivatives (chlorpromazine and promazine) interfere 
with the utilization of adenosinetriphosphate (a high- 
energy phosphate compound) by inhibition of the 
enzyme adenosinetriphosphatase. 
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Particularly interesting in the above regard are the 
studies of Abood and Gerard," who demonstrated a 
phosphorylation defect in the brains of mice suscept- 
ible to audiogenic seizures. The primary cerebral 
metabolic disturbance in these animals according to 
them “seems to be related to the phosphorylative sys- 
tem in general. Both energy degradation, as indicated 
by the lowered adenosinetriphosphatase, and energy 
synthesis, as indicated by lowered P/O ratios and de- 
creased specific activity of high energy phosphates, are 
significantly depressed in the audiogenic mice only 
during the susceptible period.” These authors feel 
that their findings lend support to the hypothesis 
that functional disturbances in the central nervous 
system are associated with disturbed phosphoryla- 
tion. It is interesting, however, that the chemical alter- 
ations noted were apparently absent in the regions of 
the brain (i. e., brain stem) in which the phenothia- 
zine derivatives presumably cause the greatest inhibi- 
tion of adenosinetriphosphatase. The basic data cur- 
rently available at least indicate that the mechanism 
by which the various phenothiazine derivatives induce 
or increase the susceptibility to seizures may be by 
interference with phosphorylation mechanisms. 

It would appear advisable in view of the present 
observations to exercise some caution when adminis- 
tering the phenothiazine derivatives to patients with 
a history of seizures or to patients known to have had 
organic brain damage or latent epilepsy who theoreti- 
cally may have some predisposition to seizures. Cer- 
tainly in such cases anticonvulsant medicaments, if 
being administered, should not be withdrawn. Where 
a predisposition to seizures is considered to be present 
but has not previously required anticonvulsant therapy, 
it would seem to be advisable to institute such therapy 
prophylactically if administration of phenothiazine 
derivatives is intended. If phenobarbital is used, its 
potentiation of the depressant properties of the pheno- 
thiazine derivatives should be kept in mind. 


Summary 


Clinical observations were made concerning the in- 
cidence of epileptiform seizures in patients receiving 
several phenothiazine derivatives (chlorpromazine, 
promazine, and Wy-1107 [10-(3-diethylaminopropy] ) 
phenothiazine] ). All of these drugs in relatively large 
doses appeared to have an epileptogenic tendency, 
more marked in seizure-susceptible individuals. How- 
ever, in subjects experiencing alcohol or barbiturate 
abstinence syndromes, the effect was obscured by the 
normal incidence of withdrawal convulsions. 

Single oral doses of promazine in relatively small 
amounts did not produce increased cerebral electrical 
activity in seizure-susceptible subjects, even when they 
were “primed” with oral doses of pentylenetetrazol. It 
is possible that the epileptogenic mechanism of the 
latter drug, which is a cortical stimulant, differs from 
that of the phenothiazine derivatives. The latter may, 
by depressing the brain stem reticular formation, re- 
lease abnormal cortical activity from subcortical con- 
trol, as tends to occur when sleep is induced in 
epileptic subjects. It would seem advisable to exercise 
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caution in administering phenothiazine derivatives to 
seizure-susceptible individuals, all of whom should 
probably receive anticonvulsant medication if these 
ataraxics must be given. 

District of Columbia General Hospital, 19th and E_ streets 
S. E. (3) (Dr. Fazekas ). 


This study was supported in part by a research grant trom 
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RAYNAUD'S DISEASE IN PRIMARY PULMONARY HYPERTENSION 


William M. Smith, M.D. 


and 


Irving G. Kroop, M.D., Brooklyn, N. Y. 


Primary pulmonary hypertension is recognized more 
frequently since the development and application of 
cardiac catheterization. The etiology remains obscure. 
The relationship of primary pulmonary hypertension 
to other vascular disorders, functional or organic, is 
unproved. It is the purpose of this communication to 
report, for the first time, the association of Raynaud's 
disease in three patients with primary pulmonary 
hypertension. 

Primary pulmonary hypertension is a condition char- 
acterized clinically by exertional dyspnea, exertional 
syncope, weakness, anginoid pain, and eventually signs 
and symptoms of failure of the right side of the heart. 
The pulmonic second sound is accentuated and fre- 
quently “split.” There may be a soft diastolic murmur 
of pulmonic insufficiency.' Chest x-ray and fluoroscopy 
reveal right ventricular enlargement, prominence of 
the pulmonary artery segment, but no left atrial en- 
largement. Normal or decreased vascularity of the pe- 
From the Jewish Chronic Disease Hospital, the United States Public 


Health Service Hospital, Staten Island, New York, and the State University 
of New York College of Medicine. 


Vasoconstrictor spasm involving the extrem- 
ities and causing severe local ischemia was 
observed in three patients. In each there was 
also evidence of pulmonary hypertension which 
was primary in the sense that no significant 
parenchymal lung disease or congenital cardiac 
defect could be demonstrated. The coincidence 
of the peripheral vascular spasm with pulmonary 
hypertension in these patients suggests the pos- 
sibility that the latter condition might likewise 
be a spastic vasomotor process involving the 
pulmonary arterioles. 


ripheral two-thirds of the lung fields is noted. The 
electrocardiogram usually confirms the presence of 
right ventricular hypertrophy. Cardiac catheterization 
reveals increased right ventricular and pulmonary ar- 
tery pressures and a normal pulmonary artery “wedge” 
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pressure in the absence of failure of the left side 
of the heart. The cardiac output is low. Although 
the arterial oxygen saturation is usually normal, an 
increased arteriovenous oxygen difference exists 
because of the low cardiac output. Pulmonary func- 
tion tests are within normal limits. Autopsy studies 
reveal right ventricular hypertrophy and dilatation 
of the main pulmonary arteries. Pulmonary arteri- 
olar intimal sclerosis may or may not be present. 
Medial hypertrophy is occasionally found.* There 
is no significant pulmonary parenchymal disease. 

The diagnosis of primary pulmonary hypertension 
is made by excluding any etiology for secondary 
pulmonary hypertension, namely, (1) increased 
pulmonary blood flow secondary to a left to 


Fig. 1.—Microscopic section of lung revealing intimal 
sclerosis of pulmonary arterioles. 


right shunt in congenital heart disease; (2) left 
ventricular failure; (3) anoxia; (4) reduction of 
the pulmonary vascular bed by emboli, endarterial 
sclerosis, and pulmonary fibrosis; and (5) mitral 
stenosis. 

Because obstructive endarteritic lesions may not 
be present, some have suggested that the mecha- 
nism in this disorder is a spastic vasomotor process 
involving the precapillary pulmonary arterioles."” 
How this is mediated is an open question. Some do 
not accept this concept, citing the lack of conclusive 
proof of autonomic vasomotor control in the lungs.” 
The fact that our three patients with primary pul- 
monary hypertension should also exhibit peripheral 
vascular vasomotor dysfunction (Raynaud's dis- 
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ease), suggests more than a chance relationship 
and supports the concept of a vasospastic process 
in primary pulmonary hypertension. 


Report of Cases 


Case 1.—A 47-year-old male first noted blanching and 
numbness of his fingers on exposure to cold in 1947. The 
toes and distal parts of the feet were also occasionally in- 
volved during the next several years. Cyanosis and rubor 
were noted to follow the pallor. Pain was inconspicuous, but 
numbness and tingling were constantly associated with the 
color changes, particularly in the upper extremities. 

In 1951 he reported to the clinic of the U. S. Public 
Health Service Hospital, Staten Island, N. Y., complaining 
of exertional dyspnea of increasing severity of two years’ 
duration. Physical examination revealed cardiomegaly and 
marked accentuation of the pulmonic second sound. Chest 
x-ray and fluoroscopy revealed enlargement of the right 
ventricular outflow tract and a distinctly dilated and pulsat- 
ing pulmonary artery. The lung parenchyma was normal. 
The electrocardiogram revealed right ventricular hyper- 
trophy. Complete cardiopulmonary evaluation included 
cardiac catheterization, angiocardiography, pulmonary func- 
tion studies, and oxygen saturation studies. Catheterization 
of the right side of the heart revealed the pulmonary artery 
pressure to be elevated to 88/50 mm. Hg. The cardiac 
index was 2.13 liters per minute per square meter of body 
surface area. The arterial oxygen saturation was 94%, but 
the arteriovenous oxygen difference was increased to 7.6 
ml. per 100 cc. There was no evidence of intracardiac shunt. 
Vital capacity, maximum breathing capacity, residual vol- 
ume, and index of intrapulmonary mixing were within 
normal limits. Exploratory thoracotomy with lung biopsy 
confirmed the diagnosis of primary pulmonary hypertension. 
The microscopic section of the lung (fig. 1) revealed intimal 
sclerosis of the pulmonary arterioles. No recent or organized 
emboli were recognized. 

The patient became disabled in 1953 because of progres- 
sive dyspnea, easy fatigability, and peripheral edema. He 
was treated with digitalis, mercurial diuretics, and sodium 
restriction. The Raynaud’s phenomena have persisted bilat- 
erally and have been relatively unaffected by a sympa- 
thectomy (T-1 to T-6) on the left performed at the time 
of thoracotomy in 1951. 

Tolazoline (Priscoline), 50 mg., given orally four times 
a day, almost completely prevented the Raynaud’s phe- 
nomena. In addition, the patient claimed some increase 
in his exercise tolerance. Unfortunately, persistent hiccough 
necessitated reduction in dosage and eventual withdrawal 
of the tolazoline. 


Case 2.—A 41-year-old female was in good health until 
1951, when she noted blanching of all the fingers up to the 
palm when exposed to the cold. There was gradual pro- 
gression to a degree that constant warmth was necessary 
to prevent pain. Trophic changes of the finger tips were 
evident later. Oral medication was ineffective. In 1953, 
bilateral thoracic sympathectomies were performed, result- 
ing in return to normal of the upper extremities except for 
blanching of the fingers on exposure to cold. Six months 
later, during the winter, she developed Raynaud’s phenomena 
in the toes. She subsequently had bilateral lumbar sympa- 
thectomies performed in the summer of 1954, with good 
results. 

Shortly after the final sympathectomy she began to expe- 
rience episodes of dyspnea, weakness, and dizziness. These 
occurred only while she was standing and usually after 
exertion. She had numbness and tingling of the body during 
some of the episodes and fainted on several occasions. No 
convulsive motions were noted, but incontinence occurred. 
The exertional dyspnea became progressively more severe 
by January, 1956, when she was admitted to the hospital. 
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The essential clinical features included (1) a loud and 
“split” pulmonic second sound; (2) blood pressure, 135/100 
mm. Hg with no appreciable change on lying, sitting, or 
standing; (3) enlarged right ventricle and pulmonary artery 
with normal-sized left ventricle and left atrium; (4) an 
clectrocardiogram typical of right ventricular hypertrophy; 
and (5) reproduction of some of her symptoms by hyper- 
ventilation. 

Three months later, ankle edema was present. She was 
rehospitalized for treatment and further study in April, 1956. 
She was found to be in both right and left ventricular fail- 
ure. Over the upper part of the body there were found 
numerous flat, brownish macular lesions, | cm, in diameter, 
which blanched completely on pressure, At this time, eval- 
uation included complete pulmonary function studies, ar- 
terial blood gasometric analysis at rest and after exercise, and 
determination of urinary excretion of 5-hydroxyindoleacetic 
acid. The lung volumes were slightly reduced. The re- 
sidual volume was normal, as was the index of intrapul- 
monary mixing. The findings were considered to indicate 
restrictive lung disease consistent with pulmonary congestion. 
The arterial oxygen saturation was 92.1% and 92.2% at rest 
and after exercise respectively. Breathing 100 oxygen 
only raised the arterial oxygen saturation to 93.2%. The 
urinary excretion of 5-hydroxyindoleacetic acid was nor- 
mal, thus excluding the malignant carcinoid syndrome with 
hyperserotoninemia.* Skin and muscle biopsy were negative 
for collagen disease. 

The patient was digitalized, given mercurial diuretics, 
and discharged with the diagnoses of primary pulmonary 
hypertension and Raynaud's disease. 

Case 3.—A 73-year-old female was observed during the 
terminal phase of her illness. She gave a history of typical 
color changes in the hands and fingers with subsequent 
trophic changes and ulcerations. She suffered from progres- 
sive failure of the right side of the heart for two years prior 
to her death. She was admitted in profound failure of both 
sides of the heart. She had a loud “split” pulmonic second 
sound, an apical systolic murmur, and no systemic hyper- 
tension, but she showed cardiomegaly and right ventricular 
hypertrophy. The trophic skin changes of the fingers, with 
ulcerations and fissures, were remarkable. Arterial pulses 
were present. There were no other stigmata of scleroderma. 
The L. E. cell preparation was negative. Autopsy demon- 
strated the cardiopulmonary findings of primary pulmonary 
hypertension. Pulmonary arteriolar sclerosis was marked 
(fig. 2). 

Comment 

The lack of obstructive endarteritic changes in 
some cases Of primary pulmonary hypertension sug- 
gests a primary neurohumoral mechanism for the in- 
creased pulmonary vascular resistance.'” The rich in- 
nervation of the pulmonary vasculature by both sym- 
pathetic and parasympathetic fibers supports this 
hypothesis.” However, attempts to demonstrate a 
vasomotor effect have vielded inconclusive results. 
Hemodynamic studies in man employing adrenergic 
blocking agents (hydergine, dihyvdroergotamine, 
tolazoline ) and ganglion-blocking agents (hexame- 
thonium and tetraethylammonium chloride) have 
vielded varving results. In some studies, a fall in 
pulmonary artery pressure and a decrease in calcu- 
lated pulmonary vascular resistance have suggested 
a direct effect on the vasomotor system of the lungs.° 
In other studies, the effects of the drug could be 
explained by a direct action on the pulmonary 
vessels or the cardiac output itself, rather than 
by a neurohumoral action.’ An active role for 
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the autonomic nervous system in the determination 
of vessel tone in the lung has been questioned 
by Cournand,* who stresses that the pulmonary 
vascular bed reacts passively with changes in pul- 
monary blood flow and volume. Pulmonary artery 
pressure, flow, and volume relationships in turn 
depend on the output of the heart itself and on 
the peripheral pressure, flow, and volume rela- 
tionships. The inconclusiveness of the pharmaco- 
logical studies in man is further heightened by 
the known effects of these blocking drugs on the 
peripheral resistance, the heart rate, and the output 
of the heart itself. This latter peripheral effect 
has been eliminated in animal experiments where 
the left side of the heart and peripheral circulation 
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Fig. 2.—Microscopic section of lung revealing arteriolar 
sclerosis. 


have been bypassed. Recent studies indicate that 
the pulmonary vasculature does respond to drugs 
such as arterenol and acetylcholine with active 
vasoconstriction and vasodilatation respectively.” 

It is apparent that pulmonary resistance may 
be affected by changes in peripheral flow, by the 
intrinsic reaction of the pulmonary vessels to hu- 
moral agents, and possibly by neurogenic influ- 
ences. The association of Raynaud's disease with 
primary pulmonary hypertension supports the hy- 
pothesis of a hyperactive neurohumoral mechanism 
in primary pulmonary hypertension, since Ray- 
naud’s disease is a known vasomotor disorder caused 
by overactivity of the sympathetic nervous system. 
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Summary 


The association of Raynaud’s disease in three 
patients with primary pulmonary hypertension is 
offered as indirect evidence in support of a hyper- 
active neurohumoral vasomotor mechanism in pri- 
mary pulmonary hypertension. 


Jewish Chronic Disease Hospital, E. 49th St. (3) (Dr. 
Kroop ). 


Case 2 is reported through the courtesy of Dr, William 
Hollander, Massachusetts Memorial Hospital, Boston, and 
case 3 through the courtesy of Dr. Robert Katase, U. S. 
Public Health Service Hospital, Baltimore. 
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The Physician of Tomorrow.—Every generation has its ideal doctor. The ideal doctor of today 
will differ from the ideal doctor of tomorrow. He has always been shaped by the society in 
which he lives, and his function changes with the times. It has been said that he has always 
been a subtle blend of the social, economic, and technical forces existent at the time. He has 
been the product of his education and training, and his practice is often modified to fit the 
mores of his community. With advances in medical education it is well to develop some fore- 
sight into the future role of the physician in society and attempt to make a blueprint of what is 
to come. The new physician should be adequately trained in science, but he should be more 
than a scientific specialist, skilled in his specific branch of work. He must be an educated per- 
son who is welcome in society for his own sake, and he must remain im close touch with the 
people he serves. His object will be to direct his efforts toward the prevention of illness and the 
healing and rehabilitation of the sick by weaving science and humanism into one fabric. This 
combination in a single picture sets the goal that the new physician must strive to reach. Since 
too little is known about preventive medicine, and since it frequently breaks down or fails, 
the doctor will continue to be the therapist, or the member of a team of therapists. The public 
is interested in a healthy and happy life. The late Henry L. Mencken said that it was a doc- 
tor’s function to make it possible for his patients to go on doing the pleasant things that are bad 
for them—smoking too much, eating too much, drinking too much and the rest of them—with- 
out killing themselves sooner than is necessary. To fulfill such a function will require more 
knowledge concerning health as well as disease. Specialization in all the sciences will increase, 
and research will be promoted by al] means available. There will be a need for more specialists 
in psychiatry and in the social sciences, and these specialists will need to intensify sociologic 
research, which aims at studying the life cycle of man in his social environment. I should like 
to end this section on the function of the practitioner by saying that if he is to apply his knowl- 
edge and his training in the most effective way for the benefit of people, he must have access 
to facilities that will enable him to do so. This is a local community problem.—C. S. Keefer, 
M.D., Medical Education Tomorrow, The New England Journal of Medicine, Oct. 4, 1956. 
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TREATMENT OF PEMPHIGUS WITH CORTICOSTEROIDS 


STUDY OF FIFTY-TWO PATIENTS 


Maurice J. Costello, M.D., New York, Leon Jaimovich, M.D., Buenos Aires 


Marvin Dannenberg, M.D., New York 


There have been two previous studies of pemphi- 
gus reported from the dermatological wards of 
Bellevue Hospital. The first comprised a survey of 
170 patients from 1911 to 1941, and the second 
was a Clinicopathological study of an additional 
100 patients from 1941 to 1951." Similar studies 
have been presented from other institutions.” 

The main purpose of this paper is to compare the 
results of treatment in the presteroid period with 
the experiences obtained after a five-vear study 
(1951-1955) of 52 patients suffering from pemphi- 
gus who were treated with the corticosteroids. 
This continuous study, we believe, is unique in that 
a total of 322 cases have been reported during the 
period from 1911 to 1955, the majority of the pa- 
tients having been observed by one of us (M. J. C.) 
prior to and during the corticosteroid period. 


Fig. 1—Pemphigus vulgaris, showing globular bullae aris- 
ing from normal skin. 


In the classification of pemphigus there are two 
broad divisions. One division is pemphigus vulgaris, 
the variations of which include pemphigus erythe- 
matosus (Senear-Usher syndrome ), pemphigus veg- 
etans, and a benign chronic form, with good 
prognosis, referred to by some dermatologists as 
pemphigoid.’ The other division, pemphigus foli- 
aceus (fogo selvagem), stands alone, with a better 
prognosis as to lite (the patient may live several 
decades ) but a poor outlook because of prolonged, 
incapacitating suffering and complete dependence. 
Of the 52 patients seen in the five-vear period, 42, 
or §1%, had pemphigus vulgaris. The remaining 

From the Department of Dermatology and Syphilology, New York 
University-Bellevue Medical Center, Postgraduate Division. 


Read before the Section on Dermatology at the 106th Annual Meet- 
ing of the American Medical Association, New York, June 7, 1957. 


Pemphigus was treated in 270 patients 
during the 40-year period before the intro- 
duction of steroid therapy and has been 
treated with steroids in 52 patients during 
a 4-year period since that time. The initial 
site of the bullae was the oral mucosa in 
nearly 55% of the cases. The mortality rate 
before steroids was more than 90%; in the 
steroid-treated series it was 33%. The ster- 
oids used were corticotropin, cortisone, hy- 
drocortisone, and prednisone, and in the 
dosages needed to control the pemphigus 
they generally produced the characteristic 
side-effects, such as moon facies, hyperpig- 
mentation, and psychotic symptoms. Two pa- 
tients so treated died of gastrointestinal 
hemorrhages, which had not been observed 
in the presteroid series. Despite these disad- 
vantages steroid therapy is at present the 
treatment of choice for pemphigus. 


19% was comprised of five patients with pemphigus 
foliaceus, four with pemphigus erythematosus, and 
one with pemphigus vegetans.* The percentage of 
men and women in each category was approxi- 
mately equal. Of the total number, 28, or 54%, were 
women, and 24, or 46%, were men. Some of the 
tvpes of pemphigus are illustrated in figures 1 to 4. 

A study was also made of the distribution of the 
52 patients according to race and national origin. 
Ot these patients, 50 were of the white and 2 were 
of the Negro race. Thirty of the white patients (or 
60% ) were Jewish; 19 of these were born in Russia, 
§ in the United States, and 3 in Poland. Twenty-two 
patients (or 40% ) were non-Jewish; of these 7 were 
born in Italy, 7 in the United States (5 of Anglo- 
Saxon background and 2, Negro), 2 in Greece, and 
1 each in China, Germany, Romania, Spain, Swe- 
den, and Turkey. It is our impression that the per- 
centage of Jews in this third report trom Bellevue 
Hospital is lower and that of Italians (13%) is 
higher, although the position of incidence is un- 
changed. 

According to a study of the age of onset of 
pemphigus in decades (fig. 5), none of the patients 
observed in this series were in the extreme decades 
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of life. Nor were there any patients in the third 
decade, pemphigus being rarely seen before the 
fourth or fifth decade. Seventy-eight per cent 
of the patients were in the sixth, seventh, eighth, 
and ninth decades, and 43% were in the seventh, 


Fig. 2.—Pemphigus vegetans, showing sharply circum- 
scribed, edematous, exudative, secondarily infected patches 
with outlying satellites. 


eighth, and ninth decades. The patients in this 
series were in older age groups than those re- 
ported by others. This is easy to understand when 
one realizes that older patients suffering from a 
serious disease such as pemphigus, which is both 
Taste 1.—Initial Site of Pemphigus Bullae on 


Mucous Membranes, Excluding Five 
Cases of Pemphigus Foliaceus 


Patients, 
Site No. 
‘Tongue—inferior, lateral, dorsum, posterior ........... 4 
Gingiva (after extraction of molar, 1) ................. i 
) 


physically and financially incapacitating, would 
after a time be referred to the wards of a city hos- 
pital such as Bellevue Hospital. 

The mortality rate in the sixth, seventh, eighth, 
and ninth decades approximates the incidence rate. 
There was a 78% incidence of pemphigus among 
patients over 50 years of age. The mortality rate 
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for these decades was 76% (16 of the 21 deaths ). 
There was a 43% incidence of pemphigus among 
patients over 60 years of age. The mortality rate 
was 50% (10 of the 21 deaths occurred in this age 
group ). During the four and a half decades in which 
this disease has been studied, the over-all mortality 
rate has been reduced from more than 90% to about 


33%. 
Diagnosis of Pemphigus 
The diagnosis of the different tvpes of pemphigus 
was made by staff dermatologists who had had long 
experience in the clinical field. Confirmation by bi- 
opsv of exhibition of an intraepidermal bulla (fig. 


TaBLe 2.—Initial Site of Pemphigus Bullae 


on Cutaneous Surface, Including Five 
Cases of Pemphigus Foliaceus 


Patients, 


Site 


Shoulder, right 


24(49% ) 


6) and/or acantholysis (loss of prickle-cell laver 
and lysis of epidermal cells) was made in the ma- 
joritv of the cases.” The initial site of the bullae 
in pemphigus vulgaris was the mucous membranes 
in 28 (or 59%) of the patients. This is based on the 
findings in 47 of the 52 patients reported, since 
mucous membrane lesions do not occur in pem- 
phigus foliaceus, of which type there were five 
cases (tables 1 to 3). 

The high incidence of the mucous membranes 
as the first site of the initial lesion of pemphigus 
vulgaris is of importance in making an early diag- 


Fig. 3.—Pemphigus foliaceus, showing edema and exfolia- 
tion of skin on face (A) and on torso (B). 


nosis in this disease. The appearance of bullae of 
internal causation on the skin of a middle-aged 
individual would arouse suspicion regarding the 
possibility of a diagnosis of pemphigus. However, 
this is not so regarding mucous membrane lesions, 
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especially those occurring in the oral cavity. In 
our experience with the three series of cases, the 
diagnosis of pemphigus vulgaris was the last one 
thought of by those who had examined the patient 
before the confirmatory cutaneous lesions appeared, 
even though the eruption was confined to the mouth 
for months and was resistant to therapy. Vincent's 
infection of the mouth, desquamative gingivitis, 


TaBie 3.—Unusual Location on Mucous Membrane 
Surface of Secondary Lesions 


Patients, 
Site 
ahd Palpehral CONIUMCUVAE 2 


gangrenous stomatitis (noma), syphilis, vitamin 
deficiency, and drug eruptions were all entertained, 
but not the diagnosis of pemphigus. 

Unruptured bullae of pemphigus vulgaris are 
rarely seen on the oral mucous membranes, because 
their thin walls are immediately ruptured by masti- 
cation and deglutition. Persistent, eroded patches 
of the oral mucous membranes, especially in the 
adult age group (as illustrated in figure 7), should 
prompt a thorough examination of the skin. After 


Fig. 4.—Pemphigus foliaceus, showing bizarre pattern 
which is pathognomonic of this form of pemphigus and 
which consists of polycyclic, imbricated plaques made up of 
crescentic, flaccid bullae. 


the exclusion of the aforementioned possibilities, 
such a patient should be considered as having pem- 
phigus until proved otherwise. This is important, 
because early diagnosis and prompt, adequate corti- 
costeroid treatment not only may save the life of 
the patient but also may prevent the distressing 
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physiological and toxic side-effects of prolonged 
treatment of this type. Dentists and nose and throat 
specialists should be constantly on the alert regard- 
ing the appearance of pemphigus lesions on the 


Decade 1 2 3 4 5 6 7 8 9 10 
1000 fre. 10 2 40 50 60 70 80 100 
90 
7% per cent (16) of the 
60 21 deaths occurred in 
50 
45 42 per cent Incidence 
“ ' 50 per cent (10) of the 
' deaths 
3 —_—___ in this age group 
© 
30 
| 
2s 
20 
15 
10 | | 
0 Ire. 10 20 x” 40 50 60 7 80 9 100 
Decade 1 2 3 4 5 . 7 8 9 


10 
Light Areas— Incidence Shaded Areas-- Mortality 


Fig. 5.—Age of onset of pemphigus in 52 patients accord- 


ing to decades. 


mucous membranes of the oral cavity and the up- 
per respiratory tract. It has been our experience 
with a few of the patients that the initial pemphigus 


‘ 


Fig. 6.—Pemphigus vulgaris, showing intraepidermal bulla 
and suprabasilar cleft extending to hair follicle (histo- 
pathological low-power view). 


vulgaris lesion of the skin persisted throughout the 
course of the disease and remained for several years 
after all other lesions on the skin and mucous mem- 
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branes had disappeared and corticosteroid therapy 
had been discontinued. The mucous membrane 
lesions, especially those of the oral cavity, may 
persist in a localized, chronic form for a long time 
after all the cutaneous lesions have healed. 

As in the two series reported previously from the 
dermatological wards of Bellevue Hospital, the 52 
patients in this group had complete physical exam- 
inations, frequent consultations with the various 
services, and laboratory studies. They also followed 
a corticosteroid regimen, which consisted, among 
other things, of daily estimation of vital signs, body 
weight, and urinalysis. The diet was high-protein, 
low-salt, low-carbohydrate, low-fat, and, as near as 
possible, bland. The administration of hydrochloric 
acid buffering medicaments, such as calcium car- 
bonate, magnesium oxide, aluminum hydroxide 
(Amphojel), and a compound of magnesium trisili- 
cate and aluminum hydroxide (Gelusil), was rou- 
tine. Adequate amounts of enteric potassium chlo- 


Tassie 4.—Physiological Untoward Effects of 
Administration of Corticosteroids 


Patients, 
Effect 
(fracture Of vertebra, 8) 5 


ride tablets were administered to prevent retention 
of sodium and hypopotassemia. The broad-spectrum 
antibiotics were administered when necessary, usu- 
ally when infection supervened, and were with- 
drawn as soon as possible. 

Clinical and laboratory findings, histological ob- 
servations, and statistics have presented about the 
same picture in the three reports, except as they 
have been influenced by corticosteroid therapy in 
this study. The occurrence of physiological side- 
effects (table 4) and the complications induced 
by corticosteroid therapy (table 5) have added to 
the difficulties of the dermatologist in the manage- 
ment of a disease which heretofore was almost 
universally fatal. Table 6 gives associated diseases 
and conditions found in patients with pemphigus. 
Laboratory tests consisted of repeated urinalyses, 
blood cell counts, and blood chemistries, including 
the determinations of nonprotein nitrogen, urea 
nitrogen, serum sodium and potassium, glucose, 
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cholesterol, and total protein levels and albumin- 
globulin ratios. The making of electrocardiograms 
and the taking of chest, spine, and long-bone roent- 
genograms were routine. 


Taste 5.—Combined Interdependent Toxic Manifestations 
of Pemphigus and/or Corticosteroids 


Patients, 
Effect vO, 
Mucous membrane moniliasis (antibioties) 1 
2 


Gastrie uleer (before steroid therapy, 2: after steroid ther- 


Duodenal uleer (before steroid therapy, 3: after steroid ther- 
Gastric ulcer with hemorrhaze | 
Reactivation of gastric or duodenal ulcer............cceceeeee 3 
Either gastrie or duodenal uleer with massive hemorrhage... 5 
Abdominal pain | 
Perforation of gastroduodenal artery ...........c0cccceeeeees 1 
3 
Severe sclerosis Of coronury arteries 
Minor thromboembolic phenomena 2 
Occlusion of left cireumilex coronary artery with infaret .... 1 
Temporary complete alopecia of scalp (xesrvess) ........c00e 1 
Paronychia (also seen in pemphizus independent of 


Corticosteroid Therapy 


The corticosteroids used in the treatment of this 
series of patients included corticotropin (ACTH) 
dissolved in 5% dextrose and administered intra- 
venously, repository corticotropin injection admin- 
istered intramuscularly, and cortisone, hydrocorti- 
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sone, and prednisone given orally in tablet form. 
Table 7 indicates the total daily dosage of the 
corticosteroids used in the treatment of pemphigus, 
and table 8 gives the cortisone equivalents in esti- 
mating the relative dosage effectiveness of the 


Tapsire 6.—Assoviated Diseases and Conditions in Patients 
with Pemphigus 


Patients, 
Disease or Condition 0 


Paralysis avituns 

Lymphoblastoma 
Family history of diabetes mellitus 6 
Hypoglycemie shock in diabetie ........ 
Elevated blood cholesterol (234 to 512 my. per 100 ce.) oe 12 
Gastrectomy for gastric carcinoma . 


different routes of this form of treatment. The total 
daily dosage of the corticosteroids was considered 
moderate when the dosage fell within the range of 
the upper and lower levels. With these criteria as 
a guide, 4 patients received a minimal amount of 
corticosteroids in total daily treatment; 39, a mod- 
erate amount; and 9, an excessive amount. Patients 
were considered to have received inadequate treat- 
ment if the total duration of treatment or the total 
course of dosage was less than two weeks (there 
were four patients in this group). Minimal treat- 
ment was less than four to six weeks (there were 
5 patients in this group); moderate treatment was 
six weeks to six months (there were 33 patients in 
this group); and excessive treatment was more than 
one year (there were 10 patients in this group ). 

In the majority of the patients the corticosteroid 
treatment was continuous, combined, or alternating. 
In others it was interrupted or periodic because of 


Fig. 7.—Pemphigus vulgaris, showing erosions on hard 
palate. 


the development of complications of the disease or 
of corticosteroid therapy. Some patients received 
an excessive amount of the corticosteroids for a 
short time; others received a moderate dosage for 
what was considered an excessively long duration. 
Excessive treatment with the corticosteroids did not 
necessarily mean poor prognosis, because half of 
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the patients who had excessive daily or excessive 

total dosage survived. We believe that the disease 

was controlled in a number of patients because of 

the large initial doses necessary to cope with the 

severity of the disease. Some of the physiological 

Taste 7.—Total Daily Dosage of Corticosteroids Used in 
Treatment of Pemphigus 


Was considered minimal when 


.. Was below 25 units 
Repository corticotropin injeetion (1.M.) ... was below 40 units 
rere .. Was below 40 mg. 
Was considered excessive when 

Repository corticotropin injection (1.M.) ......... was above 80 units 


was above 400 me 


untoward effects of the prolonged or excessive ad- 
ministration of the corticosteroids in treating pem- 
phigus are illustrated in figure S. 

In the group of patients who received a moderate 
treatment regarding total dosage and duration, the 
recovery rate was twice as good, but in some of 
these patients the disease was of only moderate 
severity. The mortality rate was higher in those 
who received an inadequate or a minimal amount 
of treatment for the obvious reason that these were 
terminal or near-terminal cases, and they died be- 
fore corticosteroid therapy could take therapeutic 
ettect. 

We believe it is now generally agreed that the 
earlier the diagnosis is made in pemphigus vulgaris 
and the earlier the corticosteroid treatment is insti- 
tuted, the more favorable will be the prognosis. 
Less corticosteroid therapy will be required to bring 
the disease under control, and the patient may be 
maintained on a smaller daily dose. In this manner, 
also, the annoying physiological side-effects and 
the severe complications may be avoided. 


TaBLe 8.—Cortisone Equivalents in Estimating Dosage 
Effectiveness of Corticosteroid Therapy 


Cortiecotropin (aqueous lunit = 10.0 meg. of cortisone 
Repository corticotropin injeetion (1.M.) lunit = 5.0 img. of cortisone 
Cortieotropin (aqueous [I.M.]).......... lunit = 2.0 mg. of cortisone 
CPO.) ling. = 1.2 mg. of cortisone 
lime. 5.0 mg. of cortisone 


In the more severe cases, where the disease is 
extensive, accompanied by loss of weight, strength, 
and appetite, and where the painful eroded mucous 
membrane lesions interfere with mastication and 
deglutition, the nutrition of the patient is imminent- 
ly jeopardized. The treatment schedule which we 
have found to be efficacious in bringing pemphigus 
vulgaris under control as rapidly as possible is to 
administer initial high doses of the corticosteriods. 
If the urgency is great, 25 units of corticotropin 
dissolved in 500 to 1,000 cc. of 5% dextrose may 
be administered daily intravenously over a six-to- 
eight-hour period in the hospital, or 40 units of 
repository corticotropin injection may be injected 
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twice daily in the clinic or office. In less urgent but 
moderately extensive eruptions, 20 5-mg. tablets of 
prednisone, given by mouth daily until the disease 
is controlled, are more convenient, as effective, and 
less expensive. This daily dose is administered and 
continued for about a week after most of the pem- 
phigus lesions have disappeared. The daily dose is 


Fig. 8.—Cushing’s syndrome in patient treated for pem- 
phigus vulgaris with corticosteroids, showing edema of face, 
hyperpigmentation, plethora, and hirsutism. 


then gradually reduced until the therapeutic main- 
tenance dose is calculated. We have found that 
four, six, or eight tablets (20, 30, or 40 mg.) of 
prednisone are required for several weeks or longer. 
The majority of patients are finally free of lesions 
with a maintenance dose of three or four tablets 
daily. It has been advantageous to augment this 
routine with 40 units of respository corticotropin 
injection administered intramuscularly once or 
twice a week. It is unwise, however, to try to rid 
the patient of every last lesion by continuing his 
treatment on even a moderate dose schedule. If 
a lesion or two remain and the patient is not incon- 
venienced by their presence, the dose should not 
be increased, because such therapy may lead to 
serious complications. The benefits of corticosteroid 
therapy are illustrated in figure 9, which shows the 
condition of a patient's skin before and after treat- 
ment. 

The real problem in the treatment of several 
of these patients with pemphigus occurred when 
the eruption was controlled and the status quo 
maintained with small doses of the corticosteroids. 
Several patients would then develop the physiolog- 
ical side-effects and the complications of steroid 
therapy. Discontinuation of the drug would be fol- 
lowed by prompt recurrence of the disease, and 
resumption of corticosteroid therapy by the develop- 
ment of the complications referred to above. In the 
case of these patients, the decision has usually been 
made to treat the patient again with the corticoster- 
oids or to increase the dose, in view of the hope- 
less prognosis of this disease when any other form 
of therapy is used. In older patients especially, 
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sudden death may follow such complications as 
massive gastrointestinal hemorrage and perforation 
of a duodenal or gastric ulcer. 

In the evaluation of the therapy of pemphigus 
vulgaris in this series of 52 cases, it should be kept 
in mind that, before admission to the dermatological 
wards at Bellevue Hospital, the majority (52%) of 
the patients had had previous corticosteroid treat- 
ment for pemphigus at other hospitals, in clinics, 
and by private physicians for variable periods of 
time ranging from two weeks to two vears. It is 
necessary to consider this important fact in evalu- 
ating statistically the results of treatment. These 
patients were referred to Bellevue Hospital often- 
times because of the failure of inadequate cortico- 
steroid therapy, because the disease was progressing, 
or because of the complications of the corticosteroid 
treatment. In the majority of the patients in this 
series the disease was extensive and severe—almost 
always with confirmatory mucous membrane lesions. 
A number already presented the complications of 
corticosteroid treatment. 

We have found that pemphigus vulgaris and pem- 
phigoid respond best to administration of the 
corticosteroids and pemphigus vegetans and pem- 
phigus erythematosus respond not as well (in that 
order). The response of pemphigus foliaceus to 
even large doses of the corticosteroids over ex- 
tended periods of time is torpid, temporary, and 
fraught with the often severe complications of 
this form of therapy. Pemphigus foliaceus is im- 
proved by administration of the antimalarial drugs, 
particularly quinacrine (Atabrine) hydrochloride. 


Comment 


Death occurred in the case of 21 (or 40%) of 
the 52 patients who were studied in the third re- 
port on pemphigus from the dermatological wards 
of Bellevue Hospital. Twenty of the 21 patients 


Fig. 9.—A, pemphigus vulgaris before corticosteroid 
therapy. B, pemphigus vulgaris after corticosteroid therapy. 


who died had pemphigus vulgaris; 1 patient had 
pemphigus foliaceus. Thirteen (or 62%) of the 
patients who died were Jews. This number of 
deaths parallels the incidence percentage among 
Jews in the series. Thirteen (or 62%) of the deaths 
occurred in women. Moreover, 28 (or 54%) of the 
tdtal number of cases of pemphigus occurred in 
women. The Italians and those of Anglo-Saxon 
stock fared better than the Jews in regard to mor- 
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tality. The mortality rates for the Italian group and 
for the combined Anglo-Saxon and Negro groups 
were equal—about 33%. 

The over-all mortality rate of 40% should be cor- 
rected because, of the 52 patients studied, 4 received 
inadequate therapy, which would bring the net 
mortality rate to about 34%. This is probably still 
a higher figure than that of other series reported 
because of the older age groups represented in our 
series, the severity and extensiveness of the disease, 
and the inadequate but prolonged corticosteroid 
therapy before admission to Bellevue Hospital. 
Many of the patients admitted already presented 
the physiological side-effects or the complications 
of this form of therapy. Contributory causes of 
death are given in table 9. Table 10 is a summary 
of the most frequent causes of death among the 
21 patients who died. The deaths in cases 4, 13, 15, 
16, 19, and 20 cannot be ascribed to therapy, be- 
cause all these patients received a minimal amount 
of the corticosteroids. However, in cases 13 and 16 
the patients died of acute gastric or duodenal ulcers 
with hemorrhage.” In these two cases corticoster- 
oid therapy may be implicated. In the presteroid 
therapy period, massive intestinal hemorrhage oc- 


TaBLe 9.—Contributory Cause of Death in 
Twenty-one Cases of Pemphigus 


Case No. 

2 Bronchopneumonia;: arteriosclerotie heart disease 

4 Progressive deterioration as result of pemphigus 

6 Cardiac failure 

7 Massive hematemesis from duodenal or gastric ulcer, likely 
but not proved 

8 Gastrointestinal hemorrhage; possible perforation of peptie 
uleer: localized peritonitis 

9 Panpituitary failure; thrombophlebitis 

13 Acute gastric uleer with hemorrhage 

15 Acute suppurative lobar pneumonia; acute fibrinous pleu- 
risy; fatty changes in liver; occlusion of left circumflex 
coronary artery: recent infaret of heart 


16 Gastrointestinal hemorrhage; peptie ulcer 

17 Bronchopneumonia; hepatitis (jaundice); diabetes mellitus 

18 Bronchopneumonia 

19 Bronchopneumonia; cardiae failure 

20 Bronchopneumonia 

22 Acute ulcers of stomach with gastrointestinal hemorrhage; 
diabetes mellitus; atrophy of adrenal cortices 

4 Unknown—progressive deterioration because of pemphigus 

26 Possible perforation of duodenal uleer; patient died as peri- 
tonea! cavity was entered tor exploratory laparotomy 

28 Subacute ulcer of stomach and duodenum; perforation of 


gastric ulcer with erosion of pancreatoduodenal artery 
with massive gastrointestinal hemorrhage 
32 Bronchopneumonia 


36 Bronehopheumonia; thromboembolic lesions of right and 
left pulmonary arteries; pulmonary infaretions; pleurisy 
with effusion 


48 Progressive deterioration as result of pemphigus 
44 Progressive deterioration as result of pemphigus 


curring in patients treated for pemphigus, with or 
without perforation of duodenal or gastric ulcer, 
was not observed. 


Summary and Conclusions 


Fifty-two patients with pemphigus were studied 
on the dermatological wards of Bellevue Hospital 
between 1951 and 1955. This makes a total of 322 
patients with pemphigus whose cases have been 
reported from Bellevue Hospital during the period 
between 1911 and 1955. Of the 50 white patients in 
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the present study, 60% were Jews. Seventy-eight 
per cent of the patients were in the sixth, seventh, 
eighth, and ninth decades. The occurrence of pem- 
phigus in men and women was approximately equal. 
The initial site of pemphigus bullae was the 
mucous membranes of the mouth in nearly 55% of 


TaBLe 10.—Summary of Most Frequent Causes of Death 
in Twenty-one Cases of Pemphigus 


Massive hemorrhage with perforation of duodenal uleer............. ) 


the patients. The importance of this frequent site 
of occurrence is emphasized in an effort to assure 
early diagnosis and early effective treatment. 

The corticosteroids have proved to be the treat- 
ment of choice. The former high mortality rate of 
pemphigus (more than 90%) has been reduced to 
about 33%. A small percentage of the patients with 
pemphigus have been free of symptoms and signs 
for one, two, or more years without further corti- 
costeroid treatment and with no residual effects 
of the disease. In others the disease has been con- 
trolled by daily maintenance doses of the corti- 
costeroids. The corticosteroids have been of con- 
siderable value in the treatment of pemphigus 
vulgaris (the common type, 81%), of less value in 
pemphigus erythematosus, and of little permanent 
benefit in pemphigus foliaceus. The mortality rate 
probably may be further reduced by early diagnosis 
and prompt, adequate therapy with the corticoster- 
oids. The cause of pemphigus is unknown, as is 
the reason for the high incidence of the disease 
among adult Jews. 

140 E. 54th St. (22) (Dr. Costello). 
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PRINCIPLES OF MANAGEMENT OF ALLERGIC DISORDERS 
WITH PREDNISONE AND PREDNISOLONE 


WITH EMPHASIS ON CLINICAL AND LABORATORY CONTROL OF COMPLICATIONS 


Samuel C. Bukantz, M.D. 


and 
Louise Aubuchon, M.T., St. Louis 


Since 1949, when Hench and Kendall presented 
their first observations on the use of cortisone in 
arthritis (described at length in a later article '), 
there have been many publications on the useful- 
ness of this compound in a great many clinical 
situations. The most dramatic effectiveness of corti- 
sone and its later derivatives has been in the man- 
agement of the allergic disorders, notably asthma, 
hay fever, the severe drug reactions, and atopic 
dermatitis.” The etiology of the latter continues to 
arouse discussion, particularly as to its classification 
as an allergic disorder, but atopic dermatitis shares 
with the recognizably allergic disorders a remark- 
able degree of responsiveness to the steroid drugs. 
In fact, it is tempting to include in the definition of 
allergic disorders reversibility by the steroids, with 
the expectation that future research will reveal the 
cellular biochemical changes common to them. 

Among the newer synthetic derivatives of corti- 
sone are prednisone ( Meticorten) and prednisolone 
(Meticortelone), the delta-1 compounds char- 
acterized by an extra unsaturated double bond in 
the 1-2 position of the steroid nucleus. These agents, 
less prone to affect electrolyte metabolism, have 
been used more widely than the original cortisone, 
but a number of investigators have called attention 
to certain complications of therapy, particularly 
when carried out for prolonged periods.” These 
complications may be grouped broadly as those due 
to (a) hormone excess or (Db) a pronounced anti- 
inflammatory and infection-promoting effect. These 
complications, with presumed mechanism, preven- 
tion, and management, are listed in tables 1 and 2. 

Complications of Steroid Therapy 

The great variety of complications of steroid 
therapy, many of which can result in death or 
severe morbidity, has commanded the greatest re- 
spect and interest of clinicians, of whom many 
have sounded sober warnings against the prolonged 
use of steroids in any but the most desperately 
urgent situations. Some have stated that they are, 
in our present state of knowledge, unwilling to 
use steroids at all. Certain provocative statistical 
data have been brought to bear in the argument, 
notably by Kern, in a recent communication, and 
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The varied and severe complications that 
sometimes follow the therapeutic use of ster- 
oids have deterred some clinicians from 
using them, despite their frequently dra- 
matic effectiveness. Five major complica- 
tions, especially serious in children, result 
from hormone overdosage: Cushing’s syn- 
drome, growth arrest, diabetes mellitus, os- 
teoporosis, and psychosis; in addition there 
is an increased susceptibility to bacterial and 
viral infection and a possibility of gastroin- 
testinal hemorrhage and periarteritis. These 
were watched for closely during the use of 
prednisone and prednisolone in the treat- 
ment of a series of 39 children and 113 
adults for seasonal or perennial allergies, 
atopic dermatitis, and other hypersensitive 
states. It was found that close surveillance 
of the patients rendered complications ex- 
ceedingly few and that under these condi- 
tions the steroids used were extremely 
effective in relieving the symptoms of allergy 
over periods of many months. 


some pediatricians with a special interest in allergic 
diseases have found little occasion to use the drugs 
since their introduction. They call attention to 
papers describing the fulminating course of other- 
wise innocent viral illnesses in steroid-treated chil- 
dren and adults * and provoke an extremely fear- 
ful attitude toward their use. 

Nevertheless, an awareness of the hazards; a 
knowledge of the mechanism of their production: 
close supervision of the patient before, during, and 
after institution of sterotherapy; and the prompt 
application of appropriate prophylactic and_re- 
medial treatment can greatly lessen the dangers 
of steroid usage and safely extend the range of its 
applicability. 

Hormone Excess.—As indicated in table 1, there 
are some five major complications of excessive hor- 
mone dosage. 

Cushing's Syndrome: The first of the major com- 
plications of excessive dosage is Cushing's syn- 
drome, under which may be included all the 
manifestations of this condition, i. e., moon facies, 
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hirsuties, acne, striae, hypertension, fat deposition, 
edema, and diabetic tendency. The delta com- 
pounds are less prone to provoke these manifesta- 
tions, and particularly so when used for the 
treatment of allergic disorders, since the dosage 
generally required for these is sufficiently small to 
permit an avoidance of the hypercortisonism with 
which the full-blown picture of Cushing’s syndrome 
is associated. The syndrome may generally be 
avoided by restricting the amount of the steroid 
used; if and when some of the signs develop, they 
may either be tolerated if otherwise not injurious 
or reversed by a reduction of the dose of steroids 
and the addition of some other therapeutic agent. 
As far as is known at the present time, no irrever- 
sible injury results from maintenance of a state of 
adrenal steroid overdosage for a short period of time. 

Growth Arrest: The phenomenon of growth 
arrest, which is very probably due to an inhibition 
of growth hormone activity from the anterior 
pituitary, is a problem with which the pediatrician 
is most likely to be concerned. The excellent studies 
by Blodgett and associates," however, give com- 
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the diabetes persists after withdrawal of the drug, 
the probability is that this was purely coincidental 
and that such a subject would have at one time or 
another developed diabetes in any event. Further- 
more, a person who develops diabetes for the first 
time under the influence of steroid therapy is not 
likely at such time to develop the serious complica- 
tions of diabetes, with the possible exception of 
rapidly advancing diabetic retinopathy, the rela- 
tionship of which to steroid therapy is still a moot 
question. Nevertheless, it is highly desirable that 
all subjects, prior to therapy with steroids, have a 
blood-sugar determination, preferably in the fasting 
and two-hour postprandial periods; if there is any 
suspicion of the existence of diabetes or diabetic 
tendencies, then a full glucose-tolerance test should 
be done. In those individuals with a strong familial 
history of diabetes, it would be well to administer 
the steroid glucose-tolerance test devised by Fajans 
and Conn.” When diabetes does develop during 
the course of steroid therapy, it may be handled 
easily by dietary control, the administration of 
insulin, a reduction of steroid dosage, or a com- 


TABLE 1,—Complications Due to Hormone Excess Encountered in Treatment of Allergy with Steroids 


Complication 
Cushing's syndrome .. 


Mechanism 
Hormone excess Avoid overdosage 
Growth arrest ........ Pituitary inhibition 


Diabetes mellitus ..... Anti-insulin: accelerates Blood sugar tests*; 
vluconeogenesis 


Osteoporosis Antianabolie 


Unknown 


Prevention 

Avoid overdosage (less than 7-8 ing. sq.m. Reduce dosage 
body surtace area) 

cose-tolerance testt 


Sulkowiteh tests: 


Management Prognosis 
Reduce dosage or eliminate Excellent 
steroids 
Excellent 


if familial, steroid glu. Inerease insulin, reduce ster- Excellent (temporary, 
ibl 


oid dosage reversible) 


High-protein diet: anabolic hormones; pre- Withdraw steroids: anabol- Good 
(bone fracture) ..... vent immobilization; 

periodie spine x-rays 
Withhold from prepsychotie patients 


ie hormones; high-protein 


Withdraw steroids: shock Good (reversible) 
therapy if necessary 


* Fasting and 2-hr.-postprandial blood sugur tests and glucose-tolerance test. 


+ Deseribed by Fajans and Conn. 


plete reassurance that it is possible to select a dose 
of the steroids which is in such ratio to body sur- 
face as to avoid significant growth arrest. ‘That 
study clearly revealed that the arrest of growth is 
entirely reversible, in addition to being a function 
of dosage per square meter of body surface. 
Diabetes: The problem of diabetes is not ap- 
parently significant in children, since such experi- 
enced clinicians as Dr. Alexis Hartman have not 
observed the development of diabetes in nondia- 
betic children undergoing long-term treatment with 
large doses of steroids. Furthermore, while the 
child with known diabetes will require larger 
amounts of insulin during steroid therapy, he will 
revert promptly to the presteroid level of insulin 
tolerance when the steroids have been withdrawn. 
As indicated in table 1, the steroids exert both an 
anti-insulin effect, in blocking peripheral utilization 
of carbohydrates, and a central effect, which accel- 
erates gluconeogenesis, as a result of which the 
carbohydrate tolerance of the treated individual 
decreases. It seems quite probable from recent 
studies that any diabetic whose disease is dis- 
covered as a consequence of steroid therapy should 
be considered to have been prediabetic and that, if 


bination of these methods. The prognosis is excel- 
lent, and the carbohydrate tolerance generally is 
restored to its presteroid level at some variable 
time after withdrawal of the drug. We had one 
patient, 43-year-old man, who was treated with 
steroids during a short visit to St. Louis and who 
then returned to his home, where the drug was 
successfully withdrawn over a_ relatively short 
period of time. Approximately four weeks after the 
withdrawal of the steroids, he developed prominent 
symptoms of diabetes. He was found to have a 
characteristic diabetic carbohydrate tolerance and 
was treated with dietary restrictions for a period 
of time. His carbohydrate tolerance gradually im- 
proved, however, and he returned practically to 
the condition he was in prior to the time that 
steroids were used. 

Osteoporosis: The occurrence of osteoporosis is 
one of the more unfavorable manifestations of 
Cushing's syndrome and one to which Burrage and 
his co-workers “ have called attention. The phe- 
nomenon results from the antianabolic effect of the 
steroids and the consequent interference with 
deposition of the bony matrix. In consequence, 
there is a fairly high urinary excretion of calcium, 
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and it is possible to detect this by testing the urine 
by the Sulkowitch technique. A high-protein diet, 
administration of the anabolic hormones such as an 
appropriate combination of testosterone and estro- 
gen or some of the newer synthetic hormones, and 
the prevention of immobilization are very useful 
in preventing the more serious complications of the 
tendency to osteoporosis. Periodic x-rays of the 
spine should be obtained in patients in whom an 
intractable disease requires prolonged maintenance 
therapy with the steroids. Should the complication 
develop, it would be well to withdraw the steroids, 
to administer the anabolic hormones in adequate 
dosage, and to be certain that the diet is high in 
protein. 

Psychosis: The mechanism of the psychosis that 
can accompany steroid therapy is not yet known, 
and perhaps the most important method of avoiding 
this complication is the avoidance of the use of the 
agents in the management of persons with severe 
psychoneurotic or psychotic disturbances prior to 
the development of the condition for which steroid 
therapy is indicated.“’ When this kind of complica- 
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be avoided, We prefer not to use the steroids in 
children with positive tuberculin tests unless the 
situation is life threatening, in which case we use 
the antitubercular drugs together with the steroids. 
Although there is an increasing utilization of the 
steroids in association with other antitubercular 
therapy in the treatment of various known manifes- 
tations of tuberculosis, it is highly desirable to 
avoid the unrecognized development of an active 
process. In both the child and the adult, a chest 
x-ray should be obtained before institution of ther- 
apy in order to be certain that there are no sug- 
gestive lesions that might be activated by the use 
of the steroid drugs. If an active process develops, 
steroid therapy should be discontinued and appro- 
priate antitubercular therapy begun. 
Histoplasmosis: The problem of histoplasmosis 
is very real in the Midwestern area and one about 
which clinically there are still large areas of igno- 
rance. It seems quite probable, however, that the 
disease often runs a course which is quite similar 
to that of tuberculosis; accordingly, it should be the 
a priori expectation that the steroids might affect 


TaBLE 2.—Complications Due to Infection-Promoting and Anti-inflammatory Effect Encountered 
in Treatment of Allergy with Steroids 


Complication Mechanism 


Active tuberculosis ....... Inhibition of host Tuberculin test; chest x-ray 
detense 

Histoplasmosis .......... Inhibition of host 
defense serologic test 

Viral infection ............ Inhibition of host 


defense: increased 
virulence 
Bacterial infection ....... Inhibition of host 
defense: increased 
virulence (shock) 
Anti-inflammatory: 
increased acidity: 
increased pepsinogen 
Unknown 


negative 


antibioties 
(iastrointestinal ulcers 
and complications ...... 


Unknown 


Prevention 


Histoplasmin test; chest x-ray: 

Withhold steroids if history 

Early recognition of infection: 
stained smear; early use of 


X-ray subjects in advance: 
antacids; dietary measures 


Management 
Antitubercular drugs: withdraw 


steroids 


Prognosis 
Very good 


Withdraw steroids Unknown 


Withdraw steroids Guarded (gener- 
ally good) 


Increase steroid dosage: increase and Good 
widen antibiotic coverage: 
hospitalize 

Reduce dosage or eliminate steroids: iood 
measures appropriate to 
complications 


Probably withdraw steroids Cruarded 


tion occurs, the drug should be withdrawn, if pos- 
sible, and appropriate psychiatric therapy instituted 
under the guidance of a competent psychiatrist. The 
prognosis is usually good, since the syndrome is 
reversible. The more common minor central nervous 
system manifestations accompanying steroid ther- 
apy are insomnia, restlessness, aggressiveness, irri- 
tability, cyclic change of mood, and marked increase 
in appetite. When such manifestations occur, they 
are not necessarily persistent nor do they presage 
the development of a later more severe psychiatric 
disturbance. 

Infection-Promoting and Anti-inflammatory Ef- 
fects.—The remaining complications, listed in table 
2, have to do with the fact that the steroids increase 
the severity of infectious processes and call par- 
ticular attention to the most important of these and 
to the effect of the steroids as anti-inflammatory 
agents. 

Tuberculosis: The steroid drugs have been re- 
peatedly demonstrated to increase the virulence of 
the tubercle bacillus in the experimental animal, 
and an activation of the tuberculous process in the 
treated human subject is a complication that must 


the progress of histoplasmosis in very much the 
same way. In the area around St. Louis, it is the 
custom to perform both histoplasmin and tuberculin 
tests, and we have seen several instances of chronic 
fibrotic pulmonary disease which had all the 
roentgenologic earmarks of tuberculosis in indi- 
viduals with positive histoplasmin tests and nega- 
tive tuberculin tests. In two such instances it was 
desirable to employ the steroid drugs, and in each 
instance, on the advice of experts in the field, 
isoniazid (INAH) was used together with the 
steroids. Steroids and isoniazid have been employed 
together for a period of 18 months in the manage- 
ment of one of these patients, a 46-year-old man 
with severe asthma and a fibrotic atelectatic re- 
tracted right upper lobe. There has been no 
evidence whatever of activation of the original 
disease process. The second patient is a 62-year-old 
male in whom a small fibrotic and calcified lesion 
of the right upper lobe has slowly increased in size, 
without any evidence of clinical activity, during a 
six-month period of steroid and isoniazid therapy. 
This patient has been off steroid therapy for the 
month prior to writing and is still under observa- 
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tion. Until histoplasmosis is better understood, 
however, it would seem wise to be careful about 
the use of the drugs in individuals with lesions 
suggestive of this fungous infection and with posi- 
tive histoplasmin skin tests. Certainly, frequent 
x-rays are necessary, and it may be desirable to 
perform some of the newer serologic tests as guides 
to the presence of active disease. When the disease 
occurs and seems to be activated, then we should 
think it highly desirable that steroid therapy be 
discontinued. 

Viral Infections: The problem of viral infections 
complicating steroid therapy is a much more serious 
one, since there are no effective virucidal agents 
comparable to the antitubercular or antibacterial 
agents. The field is a complicated and changing one 
as new experiences develop, but it would seem par- 
ticularly that viruses with dermotropic properties 
as well as the capacity to invade other tissues are 
especially to be feared during steroid therapy. 
Severe and fatal complications of vaccinia in an 
adult, increased invasiveness of herpes simplex 
virus, and especially marked increase of the inva- 
siveness and virulence of varicella have been 
described.” The latter is particularly frightening, 
and it is our practice to withhold steroids from chil- 
dren who have not yet had chickenpox. Families 
of children under treatment with the steroids are 
also instructed as to the hazards of a chickenpox 
infection and requested to inform us at once should 
the child be exposed. It is the better part of wisdom 
to withdraw the steroids under such circumstances 
and to substitute other agents, even though less 
effective, in the management of the primary condi- 
tion. Should the disease occur during steroid ther- 
apy, a child should be kept under the closest 
possible observation and the dosage of steroids 
reduced, although not too abruptly. 

Bacterial Infection: The most common and po- 
tentially most dangerous complication of steroid 
therapy is bacterial infection. Prolonged therapy 
with the steroids both weakens host defenses and 
increases the virulence of the invading pathogenic 
organism, while at the same time masking the con- 
stitutional and clinical effecis of the developing in- 
fectious process. This may occur in individuals 
who did not initially have infection together with 
their allergic inflammation; it is therefore necessarv 
that patients be kept under the closest possible ob- 
servation during the institution of steroid therapy 
and while on maintenance doses as well. Numerous 
clinical experiences have attested to the gravity of 
infections once they develop in the steroid-treated 
individual and the rapidity with which, especially 
in older patients, shock may supervene and resist 
all forms of supportive therapy, even though the 
patient be hospitalized at once. 

Under ordinary circumstances, the greatest num- 
ber of patients suffering from allergic diseases who 
are treated with steroids will be sufferers from 
intractable rhinitis and asthma, each of which per- 
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sists for long periods of time during the year, 
perhaps even throughout the year. Many of these 
patients have superimposed bacterial infection for 
a great part of the duration of their major sympto- 
matic difficulty. The bacterial infection itself con- 
tributes considerably to the symptoms from which 
such patients suffer, although the underlying aller- 
gic inflammatory response predisposed to the 
development of the superimposed infection. Steroid 
therapy is extremely helpful in these situations but 
must be very carefully timed, and evidence of in- 
fection must be sought for by the simple device of 
examining the stained smear of the secretions ob- 
tained from such patients. 

The eosinophilic leukocyte is the hallmark of the 
allergic response, just as the neutrophilic leukocyte 
and the presence of bacteria are the hallmarks of 
infection. Nasal secretions from the sufferer from 
rhinitis and sputum from the sufferer from asthma 
(except in the case of children) are readily avail- 
able for a simple staining procedure. The reagents 
used are 5% eosin Y and 0.1% methylene blue in 
methyl alcohol. The method is as follows: (1) im- 
merse the slide in eosin for one minute, (2) flood 
with distilled water for three minutes, (3) drain 
and wash with distilled water, (4) flood with 95% 
ethyl alcohol, (5) drain, (6) immerse in methylene 
blue for one minute, and (7) wash with distilled 
water. This staining procedure should be carried 
out in all individuals who are to be placed on ster- 
oid therapy, and it serves as an extremely useful 
diagnostic procedure and therapeutic guide. 

Since secretions to be examined are frequently 
quite viscid and contain clumps or opaque particles 
of cellular exudate, it is highly desirable in making 
a careful spread of the material on a slide to exam- 
ine a number of areas on the slide after the staining 
procedure has been carried out. In the grossly 
infected subject, there is no difficulty in encounter- 
ing numerous neutrophilic leukocytes and many 
bacteria scattered throughout practically every area 
of the slide. Lesser degrees of infection will demon- 
strate fewer neutrophils and bacteria, and these 
may be absent from some sections of the slide. This 
is equally true of the eosinophil. The presence of a 
single eosinophil in every high-power field or in 
every other high-power field is an index of the 
presence of an underlying allergic inflammatory 
response. Purely infectious responses in nonallergic 
individuals almost never reveal eosinophilic leuko- 
cytes on the stained smear, and for this reason the 
simple eosinophilic stain is an excellent means of 
making a presumptive diagnosis and also serves as 
a guide to the presence of infection superimposed 
upon allergic inflammation. Examination of the 
smear is, of course, supplemented by careful exam- 
ination of the visualizable epithelial surfaces, but in 
our experience the color of the nasal mucous mem- 
branes, for example, is not always a reliable guide to 
ascertaining whether one is dealing with an inflam- 
matory process due to infection, allergy, or both. 
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If infection is dominant, it is our practice first 
to use antimicrobial therapy together with oral 
vasoconstrictors or bronchodilators, depending upon 
which area is symptomatically involved, and to 
have the patient return within several days for 
reexamination. Evidence will shortly be found both 
svmptomatically and by examination of the secre- 
tions that infection is coming under control, and it 
is at this point that steroid therapy may be intro- 
duced, while the antimicrobial agents are continued 
for as long as the clinical and microscopic evidence 
suggests is necessary. A number of patients so 
treated have been carried through periods of puru- 
lent sinusitis complicating either rhinitis or bron- 
chial asthma or both and have done extremely 
well under such treatment. There is no suggestion 
from the observations in the present series that the 
administration of the steroids has been responsible 
for the development of purulent infections compli- 
cating the allergic state. It has been our distinct 
impression that those patients who are prone to 
develop infections superimposed upon the allergic 
inflammation are less likely to do so when their 
conditions are adequately controlled with steroids 
and that individual patients who had been subject to 
frequent bouts of severe infection of the upper respir- 
atory tract and sinuses have generally done better 
during the seasons of treatment with the steroids. 

Should the individual, despite all measures taken 
to avoid this, develop a major bacterial complication 
such as bacterial pneumonia during the course of 
treatment with the steroids, then it is desirable to 
detect such infection quickly and to place the 
patient under hospital care at ence. Steroid dosage 
may have to be increased rather than therapy with- 
drawn, especially if there be any evidence that the 
blood pressure is falling. There should be increased 
and widened antibiotic coverage, particularly in- 
cluding bactericidal antimicrobial agents in addition 
to the bacteriostatic ones. The problem is especially 
great at both extremes of age and demands close 
supervision of the patient. 

Perforation or Hemorrhage of Gastrointestinal 
Ulcers: One of the most distressing anti-inflamma- 
tory effects of the steroid drugs is that which may 
result in perforation or hemorrhage of preexisting 
ulcers of the gastrointestinal tract.” Peptic ulcer 
is not infrequently associated with bronchial asth- 
ma, and the combination poses a special problem. 
Steroids should be withheld from such patients 
wherever possible. Where the need for control of 
asthma or other allergic manifestations becomes 
urgent, however, such patients should have gastro- 
intestinal x-ray examination and may be treated 
with steroids if the ulcer is inactive. An ulcer 
dietary regimen, antacids, and antispasmodics 
should be administered during sterotherapy, which 
should be intermittent and interrupted as soon as 
possible. It may sometimes be helpful to restore 
the bronchial tree to a state of greater responsive- 
ness to nonsteroid drugs by administering a short 


J.A.M.A., Nov. 9, 1957 


course of the steroids, even to patients known to 
suffer from peptic ulcer, provided there is no 
evidence of an active ulcer niche or penetration at 
the time therapy is initiated. Occasionally the 
problem arises as to the administration of steroids to 
ulcer patients with asthma who have undergone 
subtotal gastrectomy at some time in the past. It 
would be well to obtain information concerning 
the concentration of the gastric acid secreted by the 
residual stomach in such individuals, but they can 
be treated rather easily with intermittent doses of 
steroids at times of peak bronchial distress, par- 
ticularly if their problem is seasonal rather than 
perennial. One such patient under treatment for 
two seasons of asthma has had no difficulty what- 
soever, though the steroid treatment was supple- 
mented with adequate doses of antacids distributed 
throughout the day. 

Periarteritis: The problem of periarteritis devel- 
oping in patients under prolonged treatment with 
the steroids is an interesting one about which 
evidence is not vet sufficient and is being accumu- 
lated. A recent communication from the Mavo 
Clinic “" gives the most important evidence con- 
cerning this phenomenon in the management of the 
arthritic patient. Autopsy of arthritic patients re- 
vealed an appreciable incidence of generalized 
periarteritis in those patients with rheumatoid 
arthritis who had been under treatment with ster- 
oids, as contrasted with its total absence in those 
who had not received steroids. The phenomenon 
has also been encountered by the investigators at 
the National Institutes of Health and seems un- 
questionably to be associated with prolonged 
therapy with steroids. There are certain experi- 
mental analogues of the phenomenon, and there 
are some who believe that masked bacterial in- 
vasions occurring during the course of steroid 
therapy may be responsible for the development of 
hypersensitivity, resulting in lesions of this type. 
There is much to be done yet to evaluate and under- 
stand the pathogenisis of the phenomenon, but there 
seems little doubt that it may occur. A related phe- 
nomenon is that which was described earlier by Slo- 
cumb “as a “panmesenchymal panangiitic” 
reaction during withdrawal of hormone therapy. 

In his most recent communication, “" Slocumb has 
stated that he has seen this phenomenon so far only 
in patients with rheumatoid arthritis (and possibly 
some with disseminated lupus erythematosus ), who 
responded to chronic hypercortisonism by the ap- 
pearance of the reaction, but we have encountered 
it in two asthmatic subjects on maintenance therapy 
without evidences of hypercortisonism. Both pa- 
tients developed arthralgias and aching in the major 
muscle groups of the extremities during the phase 
of withdrawal and, in each instance, responded 
promptly to the temporary increase of the steroid 
dosage. The reaction also developed in a patient 
suffering from keratoconjunctivitis sicca (Sjogren's 
disease ); this patient had, however, experienced 
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occasional mild arthralgias prior to sterotherapy. 
This female, who had been under treatment with 
steroids over a period of several weeks in an un- 
successful effort to control the keratoconjunctivitis 
sicca, developed a flare-up of the arthritic mani- 
festations at the time of withdrawal of the drug. 
This flare-up responded to reintroduction of the 
steroid therapy and failed to reappear when ther- 
apy was tapered off far more slowly. The type of 
lesion described in the four subjects of the Mayo 
Clinic series seems to be one which should respond 
to larger doses of steroids, but we are still inclined 
to withdraw the drugs as promptly as_ possible, 
since we now know so little about the ultimate 
significance of this curious phenomenon. 

Before leaving the subject of the complications 
of prolonged steroid therapy, we would like to 
speculate regarding the incidence of complications. 
It is possible that certain steroid-treated patients 
are more prone to develop one or another of the 
major complications outlined above. Some of the 
complications, such as the development of severe 
bacterial infection and the manifestations of hor- 
mone excess, are likely to develop in any steroid- 
treated subject. It has seemed to us, however, that 
the arthritic individual is more prone to develop 
the angiitis or periarteritis and complications of 
gastrointestinal ulceration, while the asthmatic is 
more prone to develop osteoporosis and, of course, 
infections, since such an individual is more com- 
monly infected before therapy is instituted. It re- 
mains for future careful statistical evaluation to 
establish whether such a “disease-proneness” in 
fact exists. 

Present Clinical Study 

Not all of the clinical and laboratory principles 
elucidated above were practiced throughout the 
course of the present clinical study, which extended 
for somewhat longer than two vears. Actually, the 
principles outlined were evolved throughout the 
period and are all in operation at the present time. 
A fundamental principle is that all patients on 
steroid therapy should be under close clinical and 
laboratory surveillance, especially those whose 
therapy may extend for more than one month, This 
is becoming more than theoretically difficult to 
accomplish, because patients are obtaining supplies 
of the steroids without medical supervision. This 
is certainly to be condemned, but it has happened 
to several patients under our own observation who 
were successfully and comfortably treated during 
the first vear of observation and who in the second 
vear availed themselves of supplies of the steroids 
and took them according to the same program 
which had been successful in the previous vear. In 
at least one such instance, the patient developed 
rather marked central nervous system symptoms 
and sought medical advice on that account. 

As indicated in table 3, a variety of clinical con- 
ditions were treated with steroids. Among the 39 
children, 14 suffered from strictly seaSonal illness, 
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16 from perennial symptoms, 7 from atopic dermati- 
tis, one from contact dermatitis, and one from syste- 
mic lupus erythematosus. It should be noted that 
some of the children classified as suffering from 
either perennial rhinitis or asthma actually pre- 
sented very markedly positive skin reactions and 
were really suffering from inhalant allergy compli- 
cated by an infectious process which extended the 
symptoms throughout the vear. The adult popula- 
tion of patients had a somewhat similar range of 
distribution, 47 suffering from seasonal illness, 34 
from perennial symptoms, and 9 from atopic derma- 
titis; the remaining 23 cases were distributed among 
contact dermatitis, urticaria due to penicillin, 
chronic urticaria of uncertain etiology, arthritis, 
keratoconjunctivitis sicca, and psoriasis complicated 
by acute eczema. 

The voungest child treated was 2' vears old, 
and 15 of the first 35 children were under the age 
of S. while 20 were older. The adults treated were 
equally divided as to sex, with 57 males and 56 
females; however, of interest is the fact there were 
more females in the very youngest adult population 
and none in the age group over 60. This series, 


Tasie 3.—Data on Patients with Allergic Conditions 
Treated with Steroids 


Children, No. Adults, No. 


1 6 

Other hypersensitive states 


however, is too small for any great significance to 
be attached to this observation. There was an almost 
equal distribution of males and females between 
the ages of 20 and 60. 

Table 4 reveals that some 51 courses of therapy 
were administered to the 39 allergic children while 
143 courses of therapy were administered to the 
113 allergic adults. This simply indicates that 
attempts to discontinue therapy were made. fre- 
quently throughout the course of treatment, when- 
ever Clinical circumstances seemed to warrant it: 
the repeat courses in most instances reflect an 
incomplete resolution of the original allergic 
process, although a few were instances of a second 
vear of treatment to the same individual. It should 
be noted also from these tables that 27 of the 51 
courses in children were given with antibiotic cov- 
erage and that 23 of these were for patients with 
yerennial allergies. The adults had a somewhat 
lower incidence of antibiotic coverage in association 
with therapy, but this results partly from the fact 
that in the adults a higher percentage of the total 
courses of treatment were given to those with sea- 
sonal allergy. Thus, 60 of 143 courses in adults were 
for seasonal allergy, as compared with 15 of 51 
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courses for seasonal allergy in children. In the 
adults, 35 of the 51 courses given with antibiotics 
were for perennial symptoms. 

Table 5 shows the duration of therapy for the 
two classes of patients. Among the children, ex- 
cluding the one patient with systemic lupus 
erythematosus, who was treated for more than four 
vears and is still under treatment, 23 of 50 courses 
were administered for one month or less and 21 
for a period of two to five months, and only 6 were 


TaBie 4.—Allergic Condition Treated With Steroids, With or 
Without Antibiotic Coverage, in 39 Children and 113 Adults 


Course No. 
in Children In Adults 


With Without With Without 


Anti- : i- Anti- Anti- 
Condition hioties  bioties Total bioties  bioties Total 
Perennial ..... 23 5 ds 35 15 mh) 
Dermatitis .... 1 7h 7 1+ 183 19 
Miscellaneous . 7 7 14 
97 24 51 51 143 


* Systemic lupus erythematosts 

+ Atopie dermatitis. 

t Five courses in patients with atopic dermatitis, 18 in those with 
other types. 


given for more than six months. In the adults, only 
18 of the 143 courses were administered for longer 
than six months; 85 of the 143 courses were given 
for one month or less and an additional 29 for two 
to five months. 

A variety of initial dosage schedules was em- 
ploved, but, in the main, the effort was to obtain an 
initially high level of steroid and to reduce the 
maintenance dose to a minimal effective level as 
quickly as this could be accomplished. With chil- 
dren under 40 Ib. (18.1 kg.), the initial dose was 
frequently 5 to 10 mg. repeated twice at six-hour 
intervals followed by a day or two of 5 mg. every 
six hours with reduction by 5 mg. per dav as the 
clinical circumstances permitted. The daily main- 
tenance dosage for the majority of the children 
was between 5 and 10 mg. 

The usual initial dosage with adults was 15 mg. 
repeated at six-hour intervals until appreciable 
relief had been obtained, usualiy for two or three 
additional doses. This was followed by 10 mg. 
every six hours on the second day of treatment and 
by a reduction to 5 mg. every six hours on the third 
day, this dosage being maintained for several addi- 
tional days. The patients were usually seen at week- 
ly intervals and the dosage modified by reducing 
by 5 mg. per day at half-weekly intervals, since the 
patients maintained telephone contact during the 
interval between visits. The great majority of the 
patients were maintained on 5 to 15 mg. per day, 
and only rarely were we able to get below this 
level, while 15 (10% of the total) required main- 
tenance levels of 20 mg. or more. 

Side-effects._Side-effects were notable by their 
absence in the entire series. The most common find- 
ing was a mild acneiform eruption, generally of the 
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face, and not sufficiently disturbing even to the fe- 
male population to justify discontinuing therapy. In 
fact, there were no complications which necessitated 
discontinuance of drug therapy. Moon facies were 
only occasionally encountered, five times in the 
children and six times in the adults. Edema was 
never encountered as a complication of therapy, 
nor was weight gain ever a problem. With the ex- 
ception of the patient mentioned above, no subject 
developed glycosuria or other signs of diabetes. 
One young adult, aged 20, developed rather prom- 
inent striae over the gluteus muscles bilaterally, 
and these remained for several months follow- 
ing the discontinuance of therapy but ultimately 
disappeared. None of the patients developed hy- 
pertension, and only a few complained of gastro- 
intestinal symptoms sufficiently severe to require or 
indicate that gastrointestinal x-ray examinations be 
performed. In the six patients subjected to gastro- 
intestinal x-ray studies, no lesions were demon- 
strated. Three of the children developed a voracious 
appetite, and this persisted throughout the period of 
therapy, even while the maintenance dose was 
being employed. All of these reverted as soon as 
therapy was discontinued. One child, who had cere- 
bral palsy and severe asthma, became rather more 
belligerent than usual. It is possible that this was 
also due to the drug; however, it was not a dis- 
turbing feature and did not require that the drug be 
withdrawn, although it did hasten somewhat the 
reduction in dosage. Among the adults there were 
four individuals who complained of irritability or jit- 
teriness and inability to concentrate, but these were 
all less disturbing than an associated insomnia, which 
also occurred occasionally among the children. 


Taste 5.—Duration of Steroid Therapy in 39 Children and 
113 Adults Treated for Allergic Conditions 


Seasonal Perennial 
ai Der- 
Rhi- Asth- Rhi- Asth- ma- 
Duration, Mo nitis ma Total nitis ma Total titis Total 
Children* 
3 11 ] 4 10 2 93 
] 3 1 13 14 21 
6 OF MBM ] { j 6 
Adultst 
28 22 3 19 92 13 
6 3 9 2 13 5 29 
"In addition, one child with systemie lipus erythematosus was 
treated for four years 
+In addition, 14 adults were treated for miscellaneous conditions, 


8 ot them for more than 6 months, 


In all, side-effects of therapy were no problem, 
but of course it should be emphasized that a great 
majority of the patients were treated for less than 
five months. However, the reaction rate was not 
overwhelmingly high among those who were treated 
for longer than six months. In fact, these were the 
individuals to whom considerably more attention 
was paid, and the reaction rate among this per- 
centage of the total series was even less than among 
the others. 
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Comment 

The present series of patients was an average 
population of ambulant patients seeking diagnosis 
and management of allergic disorders. The two-year 
study would suggest that prednisone and_pred- 
nisolone may be safely administered to both children 
and adults if the mechanism of the complications 
which may ensue is carefully kept in mind to serve 
as a guide to the management of the patient. The 
clinical response to therapy was usually dramatic, 
and virtually all allergic manifestations invariably 
responded to treatment with adequate dosage, with 
85 to 100% relief. The failure to respond to ade- 
quate dosage of the steroids should lead to the sus- 
picion that an incorrect diagnosis had been made. 
The drugs were never employed as the only method 
of management of a given patient but were usually 
given tor very special reasons, such as restoration 
of earning capacity of a family breadwinner or the 
relief of intractable symptoms which had been 
present for weeks or months and which had failed 
to respond to other methods of management. Ap- 
propriate diagnostic measures to understand and 
evaluate the etiological role of inhalant and other 
allergens were always carried out, and skin testing 
procedures were conducted during steroid therapy, 
since it has been established that the latter drugs 
do not interfere with the usual wheal and ervthema 
responses to skin testing. There seemed to be no 
difference in the clinical effectiveness of prednisone 
and prednisolone, nor did there seem to be any 
difference in the development of complications with 
either of the two drugs, since occasionally one 
would be substituted for the other in the effort to 
see whether moon facies, acne, some modification 
of appetite, or insomnia might be favorably effected. 
This was usually not accomplished. 

Nevertheless, complications of steroid therapy 
do occur, and we are in agreement with Kern “* 
when he calls attention to all physicians to be 
guided in the use of steroids by the ethical principle 
primum non nocere. As Dr. Kern says, “what was 
enjoined in the Hippocratic oath is binding today 
upon the physician; that he shall not knowingly do 
his patient any harm.” No rational physician would 
knowingly do his patient any harm, and it is our 
much greater obligation to become knowing and 
thereby avoid doing our patients harm, Many thera- 
peutic agents may be harmful in improper dosage, 
and, in fact, we have always been deeply concerned 
about “margins of safety” as part of the pharma- 
cological description of any therapeutic agent. The 
steroids provide us with a more complex hazard 
than is encountered with many other therapeutic 
agents. It is our obligation to learn enough about 
them to deal with them safely and to extend their 
use to the ultimate well-being of our patients rather 
than to refrain from using them when the indications 
are present. Salassa and associates ““ have stated 
the case very nicely in discussing the avoidance of 
postoperative adrenal insufficiency among patients 
previously treated with cortisone: 
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In order to protect all patients from the risk of post- 
operative adrenal insufficiency, the present inadequate state 
of knowledge may require administration of unnecessary 
prophylactic treatment to many patients. This appears to be 
justifiable in order to protect the few, since there appears to 
be little reason to fear that the measures proposed will be 
injurious, even though they are unnecessary. Until we have 
more information than at present, it is preferable to treat 
some patients who do not require these measures rather than 
to withhold treatment and careful observation from those 
who do. 

Similar principles may be a useful guide to the 
avoidance of all of the complications associated 
with steroid therapy. Until we are better equipped 
to select the complication-prone individual, it will 
be wisest to exercise degrees of precaution unneces- 
sary (but not injurious ) to most in order to protect 
the susceptible few. Such a principle, dominated 
by the closest possible supervision of the steroid- 
treated patient, should permit a safely widened use 
of these very valuable therapeutic agents. 


Summary 


The most important principle underlying sate 
therapy with the steroids is familiarity with the ma- 
jor complications of steroid therapy and their mech- 
anism, prevention, and management. With these 
complications kept in mind, 51 courses of steroid 
therapy were administered to 39 allergic children 
and 143 courses to 113 adults for period ranging 
from one to more than six months. Steroid therapy 
was extremely effective in all of the allergic diseases 
studied, and complications were exceedingly few. 
It is believed that the steroid drugs may be safelv 
used even in long-term management provided (1) 
patients are kept under close surveillance and (2) 
the mechanisms of the complications are constantly 
kept in mind, with appropriate clinical and labora- 
tory observations performed to detect them at the 
earliest possible moment. 

201 S. Central Ave. (5) (Dr. Bukantz). 

The prednisone and prednisolone used in this study 
were supplied as Meticorten and Meticortelone by Dr. 
George Babcock Jr., associate director, Division of Clinical 
Research of the Schering Corporation, Bloomfield, N. J. 
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CAROTID ARTERY OCCLUSION AND ITS 


DIAGNOSIS 


BY OPHTHALMODYNAMOMETRY 


Francis A. Wood, M.D. 


and 


James F. Toole, M.D., Philadelphia 


Carotid artery occlusion has been the subject of 
increasing attention because it causes a variety of 
cerebral vascular symptomatology that is amenable to 
specific medical and surgical therapy. It is the purpose 
of this paper to draw attention to certain features of 
the disease and to a simple and reliable method for 
bedside diagnosis. 

Prior to 1937, spontaneous occlusions of the common 
or internal carotid arteries were reported infrequently, 
and the diagnosis was seldom made during the pa- 
tient’s life. Even at autopsy, the carotid vessels in the 
neck were rarely examined, and the brain merely 
showed the signs of cerebral softening, the underlying 
cause of which remained obscure. In those cases that 
were reported, the association of homolateral blind- 
ness with contralateral hemiplegia was noted, and 
this was accepted as the syndrome of carotid occlusion. 

With the advent of carotid arteriography, however, 
unexpected instances of occlusion of these vessels 
came to be recognized,’ and primary involvement of 
the carotid arteries in the neck became familiar as the 
cause of a certain proportion of cerebral vascular 
accidents.” Furthermore, carotid occlusion was found 
on occasion when intracranial tumor or demyelinating 
disease was suspected. As arteriographic experience 
throughout the world accumulated, it became evident 
that occlusion of one or more members of the carotid 


From the departments of neurosurgery and neurology, Hospital of the 
University of Pennsylvania, Dr. Wood is now a Fulbright scholar at the 
Clinique Neurochirurgicale de la Pitiaé, Paris. 


Headaches, seizures, monocular blindness, 
pareses, and unconsciousness, receding and re- 
curring, and finally progressing to hemiplegia, 
should lead to the suspicion of stenosis or oc- 
clusion of a carotid artery. Valuable diagnostic 
information in such cases is obtained by 
arteriography and by applying digital pres- 
sure to the unaffected carotid, but both pro- 
cedures have inherent dangers. A safer pro- 
cedure, here described, consists in observing 
the central artery of the retina by ophthalmos- 
copy while measured pressures are applied to 
the eyeball. As the pressure is increased, pulsa- 
tions usually appear in the artery between 20 
and 70 Gm. of pressure and usually cease be- 
tween 60 and 130 Gm. Data are given on five 
cases of proved occlusion of the internal caro- 
tid, and two case histories illustrate typical 
findings. The test is neither painful nor danger- 
ous. Its use should be encouraged, for an early 
diagnosis greatly improves the outlook for suc- 
cessful surgery. 


complex occurred much more frequently than had 
hitherto been appreciated. Fisher ° examined the ca- 


rotid vessels in the neck in a series of 432 unselected 
patients undergoing autopsy and found complete occlu- 
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sion of one or more vessels in 6.5% of them, with severe 
narrowing in an additional 3%, thus bringing to 9.5% 
the number harboring significant occlusive disease of 
the cervical carotid system. 

The internal carotid artery is involved alone much 
more frequently than is the common carotid artery 
(in 92.5% in the series of Johnson and Walker *), and 
the most common site of occlusion is the carotid sinus, 
just at or beyond the bifurcation of the common carot- 
id artery (fig. 1). The carotid sinus is a site prone to 
the development of atherosclerosis (present in 91% of 
Keele’s series of unselected autopsies *), and athero- 
sclerotic narrowing, with or without superimposed 
thrombus formation, is the usual cause of occlusion. 


Clinical Picture 


In addition to their pathological studies, Fisher ° 
and Johnson and Walker * examined the clinical pic- 
ture intensively in order to delineate a pattern of 
symptoms and signs or of onset that would lend itself to 
clinical recognition or suspicion. Unfortunately, visual 
disturbances are altogether absent in the majority 
of cases, while transient or permanent monocular 
blindness on the side of the occlusion, once thought 
characteristic, is present in only 15 to 25%. The hemi- 
paresis or hemiplegia, aphasia, cortical sensory dis- 
turbances, visual field defects, and mental symptoms 
observed are in no way distinguishable from the same 
findines in cases of cerebral vascular accidents of a 
purely intracranial origin. 

On the other hand, Fisher *® drew attention to the 
fact that hemiplegia, present sooner or later in 80% 
of cases, is often preceded by premonitory transient 
hemiparesis, monoparesis, aphasia or dysphasia, pares- 
thesias, alterations in consciousness, monocular blind- 
ness, fecal or general seizures, and headaches and that 
the tendency for these transient symptoms to recur 
and recede, often in a pattern peculiar to the individ- 
ual patient, should lead to the suspicion of carotid 
involvement. It is assumed but not proved that the 
period of premonitory symptoms and signs corresponds 
with stenosis of the artery, while the subsequent 
hemiplegia follows complete occlusion. It has been 
amply demonstrated that the intermittent symptoms 
often reflect diminution in the systemic blood pressure 
from whatever cause,” and Eastcott and co-workers ° 
reported a patient with proved sclerotic narrowing of 
the internal carotid artery who developed transient 
hemiplegia and aphasia during recurrent bouts of 
paroxysmal auricular tachycardia. After resection of 
the diseased segment, the attacks no longer were asso- 
ciated with neurological symptoms. 

While the mode of onset of the syndrome may be 
considered typical if it is characterized by recurrent 
transient symptoms, arteriography has revealed many 
cases of carotid occlusion that have manifested them- 
selves abruptly, or apoplectically, recalling the more 
common type of cerebral vascular accident, while still 
others show a progressive neurological deficit, in some 
cases suggesting brain tumor. It is apparent, then, that 
the clinical picture cannot be relied upon for diagnosis 
of carotid occlusion, although the character of onset 
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and especially the presence of transient or permanent 
monocular blindness on the side of the occlusion may 
suggest it. 

Although a detailed review of the clinical features 
of carotid occlusion is not within the scope of this 
paper, we have included the foregoing remarks to 
emphasize that primary carotid disease should be con- 
sidered in the differential diagnosis of all cerebral 
vascular symptomatology but that confirmation must 
depend upon special examination. The purpose of this 
paper is to draw attention to a simple and reliable 
diagnostic method. 


Description and Use of Ophthalmody t 


Ophthalmodynamometry is a means for measuring 
the pressure in the central artery of the retina. Its 


Fig. 1.—Typical arteriographic appearance of occlusion of 
internal carotid artery at carotid sinus. A short stump of the 
vessel is visible. 


significance for our purpose lies in the fact that the 
central artery of the retina is a branch of the ophthal- 
mic artery, which, in turn, is the first sizable branch 
of the internal carotid artery (fig. 2). Diminution in 
pressure in the carotid artery due to occlusion or 
stenosis at any point proximal to the origin of the 
ophthalmic artery must of necessity be transmitted 
via the ophthalmic to the central artery of the retina, 
and this is the basis for the transient, occasionally 
permanent, monocular biindness noted in carotid 
occlusion. The infrequency with which blindness does 
occur is due to the rich collateral circulation between 
branches of the ophthalmic and external carotid 
arteries, although the pressure in the central retinal 
artery remains low. 
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Ophthalmodynamometry, developed in its present 
form by P. Bailliart,’ utilizes the eyeball in the same 
way that a cuff is utilized in measuring the brachial 
blood pressure. When intraocular tension is increased 
to the point where it equals the diastolic pressure in 
the central retinal artery, the vessel begins to pulsate, 
and this pulsation may be easily observed through an 
ophthalmoscope. When the intraocular pressure is 


Fig. 2.—Tracing of normal carotid arteriogram on right to 
demonstrate relationship between internal carotid and ophthal- 
mic arteries, which are in solid black. 


further increased until it equals or surpasses the sys- 
tolic pressure in the central artery, pulsation ceases 
and the vessel collapses. This also may be observed 
ophthalmoscopically. Pressure is applied to the globe 
by means of a simple spring-loaded dynamometer (fig. 
3A), which is manipulated with one hand while an 
ophthalmoscope is held in the other. The dynamom- 
eter is calibrated in grams, the calibrations being visi- 
ible on a sliding scale. 

Although the dynamometer is calibrated in grams, 
a number of tables have been prepared to facili- 
tate conversion into more conventional millimeters 
of mercury. the dynamometer reading, however, 
does not represent the pressure within the retinal 
artery; for this, it is necessary to know the intraocular 
tension, for the intraocular pressure, to some extent, 
must be added to the applied extraocular pressure to 
arrive at the true pressure exerted on the retinal 
vessels. The relationship between the two pressures, 
moreover, is not a purely additive one and depends 
on certain individual variables such as elasticity of the 
sclera and the length of time the extraocular pressure 
is applied. For this and for additional physiological 
reasons discussed elsewhere,” it is highly unlikely that 
by this method one can arrive at a figure for pressure 
in the central artery of the retina that has any absolute 
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value. We feel it is neither desirable nor profitable, 
therefore, to convert the units, nor do we routinely 
express them as grams. They are, simply, arbitrary 
units of extraocular pressure, varving in significance 
from individual to individual but strictly comparable 
between the two eyes of any one individual. 

For the same reasons, there is no sharp limit of so- 
called normal values. Most systolic pressures will fall 
between 60 and 130, the diastolics between 20 and 70, 
but values beyond these limits are not abnormal per se. 

Patients may be examined while they are in a sitting 
or a supine position. Pupillary dilatation is not always 
necessary but facilitates the examination and may be 
brought about with whatever mydriatic is available. 
The application of pressure is not painful; however, 
except in patients who are accustomed to the examina- 
tion, anesthetization of the cornea and conjunctiva will 
eliminate much blinking and other reflex movement. 
We customarily instill a drop of 0.5% tetracaine (Pon- 
tocaine) hydrochloride. The fundus should be exam- 
ined so as to familiarize oneself with the position of 
the central artery and its primary branches. A readily 
visible section of one of the primary branches overly- 
ing the disk is selected for observation, with care being 
taken not to mistake the vein for the artery, since the 
former will pulsate at a lower pressure than the artery 


« 


Fig. 3.—A, Bailliart ophthalmody met 


A pressure of 
82 Gm. has been applied to the lower instrument, and the 
sliding scale locked by pressure on the thumb-piece. B, ophthal- 
modynamometer in position. 


and may be a source of confusion. The venous pulsa- 
tion, however, ceases before the diastolic arterial 
pressure is attained. 

The foot of the dynamometer is then applied to the 
sclera laterally, about a centimeter beyond the limbus, 
and the axis of the instrument is directed toward the 
imaginary center of the eyeball (fig. 3B). Pressure is 
gradually applied, and when the artery first begins to 
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pulsate rhythmically, a diastolic reading is taken from 
the scale. Pressure on the thumb-piece will prevent 
the sliding scale from slipping while the reading is 
being taken. Pressure is then increased quickly until 
the arterial pulsation ceases and the vessel appears 
obliterated. At that moment the systolic reading is 
taken. It is important to proceed rapidly from the 
diastolic to the systolic recording, since prolonged 
pressure on the globe forces fluid from it, thereby 
lowering intraocular tension. Greater extraocular pres- 
sure by the dynamometer is then required to create 
the same sum of pressures on the retinal vessel, and a 
falsely high reading may be obtained. For the same 
reason a few minutes should elapse between consecu- 
tive readings. Satistactory results can be obtained with 
a modest amount of practice. 


Sources of Errors in Interpretation of Measurements 


Ophthalmodynamometry has been much more pop- 
ular abroad than in this country, and its significance 
in carotid occlusion has been noted before.” In this 
country, Thomas and Petrohelos '® examined a large 
series of controls—healthy adults and patients with 
neurological disease not due to carotid involvement— 
and found the average per cent difference in retinal 
artery pressure between the two eyes to be 5.2 for 
diastolic and 3.3 for systolic. Basing our decision on 
this work, the series of normal subjects of de la Fuente 
and Sanchez,”” and our own observations, we have 
disregarded systolic differences of 10% or less and 
diastolic of 15% or less, and for diastolic pressures of 
30 or below even greater latitudes should be allowed, 
since very low diastolic pressure readings may be 
variable, and relatively small numerical differences 
constitute large percentile differences. In recent occlu- 
sions, both the systolic and diastolic pressures are 
generally lowered, although the figures of Thomas and 
Petrohelos '” indicate that either the diastolic or the 
systolic alone may be affected without loss of diag- 
nostic significance. Miletti ** has emphasized that not 
infrequently the diastolic pressure returns to normal 
with the passage of time and that a lower systolic 
pressure is a more constant and reliable guide. 

The following sources of error should be noted in 
interpreting the measurements, although they occur 
infrequently: 

1. Normally the intraocular tensions in both eyes 
are equal, and in the absence of history or ophthal- 
mological findings suggesting glaucoma, they need not 
be measured. It should be borne in mind, however, 
that intraocular tension differences invalidate the sig- 
nificance of differences in retinal artery pressure. 

2. Other intrinsic ocular diseases, particularly those 
that are inflammatory such as choroiditis and uveitis, 
may be associated with altered intraocular tensions. 

3. After cataract extraction the intraocular tensions 
may not be equal and should be checked before inter- 
preting the retinal artery pressure. 

4. Stenosis or occlusion of the innominate artery or 
of the orifices of the great vessels arising from the arch 
of the aorta may give misleading figures. The brachial 
blood pressure should always be checked bilaterally, 
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and differences of 15 mm. Hg or more probably invali- 
date corresponding differences in retinal artery pres- 
sure. 

5. Increased intracranial pressure per se does not 
alter the retinal artery pressure differentially. Miletti,”* 
however, has reported two cases of meningioma of the 
sphenoid ridge compressing the internal carotid direct- 
ly resulting in lower values on the side of the com- 
pression. 

6. The presence of papilledema may affect the 
retinal artery pressure differentially (case 11 of de 
Morsier and co-workers ''), although in most cases it 
does not. Generally speaking, carotid occlusion is un- 
likely to be considered in a patient with papilledema. 

7. Occlusion of the central retinal artery may be 
associated with complete ischemia of the retina with- 
out measurable retinal artery pressure, while carotid 
occlusion usually is not, although the two conditions 
have been reported in association with one another.'* 
In other cases of retinal artery occlusion there may not 
be complete retinal ischemia, but there is a character- 
istic unilateral funduscopic appearance (marked _ at- 
tenuation of the retinal arterial tree, with or without 
retinal edema and hemorrhages) not seen in carotid 
occlusion. 

8. Primary arteriosclerotic stenosis or occlusion of 
the ophthalmic artery could present an ophthalmody- 
namometric and even clinical picture indistinguishable 
from carotid occlusion, but we are not aware of any 
instances in which this has proved to be a source of 
confusion. It is the rare case of carotid stenosis or oc- 
clusion that fails to manifest signs of cerebral ischemia, 
whereas both primary central retinal artery and oph- 
thalmic artery disease are free of cerebral symptoms. 

9. Tumors and vascular anomalies of the orbit might 
have unpredictable effects on the retinal artery pres- 
sure but are not likely to be confused with carotid 
disease. 

The following contraindications to ophthalmody- 
namometry are infrequent but should be observed: 1. 
History or findings suggestive of glaucoma. 2. Fundu- 
scopic evidence of retinal artery branch occlusion, 
since further compression of the vessel, even momen- 
tarily, might lead to extension. 3. High myopia, periph- 
eral choroiditis, or retinal disease that predisposes to 
retinal detachment. 


Report of Cases 


The retinal artery pressures in five cases of proved 
internal carotid thrombosis observed during a three- 
month period at the Hospital of the University of 
Pennsylvania are presented in the table. Cases of four 
patients were surgically verified, while that of the 
fifth, first seen two-and-a-half years after the occlusion, 
was demonstrated arteriographically only. Brachial 
blood pressures were bilaterally equal in all five. Briet 
reports of two of the cases are given below to empha- 
size the usefulness of ophthalmodynamometry. In ad- 
dition to these cases, we have examined a number of 
patients suspected of carotid occlusion who were 
proved not to have it and have encountered no false- 
positive results. 
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Case 1,—A 57-year-old miner had a sudden onset of general- 
ized head and face pain five days before hospital admission, 
with two episodes of transient blindness. He collapsed a few 
hours later but did not lose consciousness, Partial aphasia was 
noted. Two days later there was an onset of hemiparesis on 
the right, which progressed to hemiplegia and complete ex- 
pressive aphasia. The loss of sweating on the left side of the 
face was noted by the family. 

Bilaterally the blood pressure was 130/80 mm. Hg. The 
carotid pulse was perhaps slightly weaker high on the left side 
of the neck but was present. There was a strong pulse present 
in the right tonsillar fossa, none in the left. The patient was 
conscious and able to carry out simple commands, but there 
was complete expressive aphasia. There was weakness of central 
type on the right side of the face and hemiplegia. Extensor 
plantar reflex on the right was present. There was hemihypes- 
thesia on the right and diminished corneal reflex. Horner's syn- 
drome was present on the left. The retinal arterial pressure in 
the right eye was 110/90 and in the left eve 60/40. A percu- 
taneous arteriogram on the left revealed occlusion of the left 
internal carotid artery 2 cm. beyond the bifurcation of the com- 
mon carotid, with filling of the carotid siphon via the ophthalmic 
artery (fig. 4A). At operation the obstructing atheroma and 
thrombus were removed and retrograde flow obtained. The 
postoperative retinal artery pressures were similar in both eyes, 
thus indicating successful reestablishment of internal carotid 
circulation, which was confirmed by arteriography (fig. 4B). 
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demonstrated incomplete occlusion at the carotid sinus, Com- 
plete hemiplegia and aphasia ensued within the next few hours, 
then receded, but recurred the next day, and exploration was 
carried out, Obstructing atheroma and thrombus were removed, 
retrograde flow obtained, and the diseased arterial segment 
bypassed. The retinal artery pressure the next day showed 
marked improvement, and thereafter the pressures were bi- 
laterally equal. 


Comment 


Ophthalmodynamometry is not the only method for 
diagnosing carotid occlusion. If the internal carotid 
alone is involved, as is usual, palpation of the vessel 
externally in the neck is misleading, since the external 
‘arotid pulse is indistinguishable from the internal, 
but Dunning '* has reported success with palpation 
through the lateral wall of the pharynx. Although this 
test was positive in our case 1 above, our experience 
with the method in other cases has led us not to rely 
on it, as we have encountered both falsely positive 
and falsely negative results. We feel that retinal 
artery pressure determination is a much more con- 
clusive examination and hardly more difficult to per- 
form. 


Retinal Artery Pressures and Other Data on Five Cases 
of Proved Internal Carotid Occlusion 


Retinal Artery Pressures 


Cuse Age, 
oO, Yr Sex Point of Occlusion Principal Symptoms Time of Observation Patent Side Occluded Side 
1 57 M 2 em. beyond common Hemiplegia on right and Preoperative 110,90 60 40 

carotid bifureation expressive aphasia 3rd postoperative day 130/80 110/70 
Sth postoperative day 80/70 70 
2 Hi M Carotid sinus Hemiparesis on right and Preoperative W/40 25/5 
partial expressive aphasia; Preoperative 100/70 0/0 
Ist postoperative day 120/75 105 60 
3rd postoperative day 100/70 100/65 
15th postoperative day 90/60 100/70 
28th postoperative day O45 100/48 
3 58 M 1 em. beyond common Variable hemiparesis on left Preoperative 95/40 40/20 
carotid bifureation 7 weeks postoperative 945 50/30 

(flow not reestablished at 

Operation) 

4 45 M Carotid sinus Progressive hemiplegia on left Preoperative 140/75 120/48 
Preoperative 145/85 105/48 
5 39 M Carotid sinus Monoparesis 2) yr. after occlusion 105/60 75/45 


Cast 2.—A 56-year-old right-handed man had_ repeated 
attacks of temporary blindness of the left eye for eight weeks, 
with intermittent headaches and dizziness, speech difficulty, 
and facial weakness on the right. He had temporary weakness 
and paresthesias of the left arm and leg six weeks before 
hospital admission. Four days before hospital admission there 
was sudden onset of severe and persistent hemiparesis on the 
right on awakening. There was no aphasia. 

Bilaterally the blood pressure was 130/70 mm. Hg. The 
dorsalis pedis and posterior tibial pulses were absent bilaterally, 
and the femoral pulse was weak, The carotid pulsations in the 
neck were equal bilaterally. 

A systolic bruit was heard over the left carotid, but none 
over the right. There was weakness of conjugate gaze to the 
right and lateral rectus weakness on the right. Weakness of pe- 
ripheral type was present on the right side of the face. There was 
paralysis of the right upper and moderate weakness of the right 
lower extremity. Extensor plantar reflex was present on the 
right. The retinal artery pressure in the right eye was 90/40 
and in the left 25/5. The history of bilateral weakness and 
presence of cranial nerve involvement suggested basilar as well 
as left carotid arterial insufficiency, Anticoagulants were given; 
there was rapid improvement in the right lateral gaze, less 
facial weakness, more power in the right leg, but no change in 
the arm or hand. A persistent bruit over the left carotid sug- 
gested stenosis rather than complete occlusion; arteriography 


Webster and co-workers '* have stressed the diag- 
nostic usefulness of loss of consciousness on digital 
compression of the unaffected carotid, which shuts 
off the remaining cerebral blood supply except for 
that reaching the hemispheres via the vertebral-basi- 
lar system. While most patients recover from this 
without mishap, there is a known association between 
atherosclerosis and hyperactivity of the carotid sinus 
and between periods of hypotension and aggravation 
of cerebral vascular insufficiency. Serious and perma- 
nent cerebral vascular accidents are not unknown 
after carotid sinus stimulation,'® and for this reason we 
cannot recommend such a procedure. 

Arteriography, of course, has been the standard 
method of diagnosis, short of surgical exploration, but, 
as we learned from case 2 reported above and as 
others have pointed out before, it can be hazardous 
when the occlusion is not complete, and the margin of 
safety for the hemisphere in question is slim. It is en- 
tirely possible that the amount of manipulation of the 
vessel necessary to perform the procedure is enough 
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to favor the deposition of further thrombus on the 
already roughened intimal surface of a stenosed lumen. 

Carotid occlusion presents certain therapeutic as- 
pects not common to other strokes, which make rapid- 
itv of diagnosis desirable. If the vessel is completely 
occluded when the patient is first seen, medical ther- 
apy must be directed toward preventing extension of 
thrombosis into the cerebral arteries and toward keep- 
ing the collateral circulatory channels in and about the 
circle of Willis patent and functioning. If the diagnosis 
can be made during the early period of intermittent 
symptoms, therapy must be aimed at preventing 
superimposed thrombosis and complete occlusion of 
an already stenosed vessel. Millikan and co-workers '” 
have rightly drawn attention to the importance of 


Fig. 4.—A, preoperative arteriogram of patient in case lL. 
The stump of the internal carotid and the carotid siphon, 
which has filled via collateral channels, are indicated by 
arrows, B, postoperative arteriogram of patient, demonstrating 
reestablishment of patency of internal carotid artery, 


diagnosis during this stage, which they term the “Syn- 
drome of Intermittent Insufficiency of the Carotid 
Arterial System,” and have reported the efficacy of 
anticoagulant therapy in arresting the recurrent at- 
tacks. We believe it is in this stage, when prompt diag- 
nosis must precede specific therapy and when arteriog- 
raphy should be avoided if possible, that ophthalmo- 
dynamometry will prove most useful. 

Finally, the cervical portion of the carotid artery 
is the most readily available to surgical exploration 
of any vessel concerned with cerebral vascular acci- 
dents. Recent advances in vascular surgery are already 
being applied to occlusions of this vessel,'” and all 
available evidence suggests that the degree of success 
will be directly proportional to the speed with which 
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accurate diagnosis can be made. This is true to a much 
greater degree in the brain than in other regions of 
the body because of the brain's greater vulnerability 
to hypoxia. To be successful, either medical or sur- 
gical therapy may well have to be instituted within 
hours of the onset of symptoms. Ophthalmodynamom- 
etry offers a simple method for screening those pa- 
tients with cerebral vascular symptoms for whom 
surgery may be considered, since it would be mani- 
festly impractical and undesirable to perform emer- 
gency arteriography on all patients suffering cerebral 
vascular accidents. 
Summary 

Atherosclerotic stenosis or occlusion of the internal 
carotid artery in the neck causes neurological symp- 
toms and signs which often cannot be distinguished 
clinically from those observed in other cerebral vascu- 
lar accidents. It is important, however, to differentiate 
this variety of stroke promptly from other varieties, 
for specific therapy in the form of anticoagulant drugs 
or resection of the stenotic segment should be insti- 
tuted without delav. Among the diagnostic methods 
used, palpation of the carotid through the lateral wall 
of the pharynx, digital compression of the unaffected 
carotid, and arteriography all suffer from various draw- 
backs, the first being unreliable in our hands and the 
others potentially hazardous. Measurement of the 
pressure in the central artery of the retina by ophthal- 
modynamometry is a safe and practical bedside pro- 
cedure, and a significantly lower pressure in one eye 
is a reliable indication of occlusion of the carotid 
artery on the same side. In five cases of carotid occlu- 
sion proved by surgical exploration or arteriography, 
ophthalmodynamometry was a useful diagnostic ad- 
junct, accurately reflecting the occlusion in all five and 
the restored patency postoperatively in two. 

225 Ballantine Pkwy., Newark 4, N. J. (Dr. Wood). 

The surgical procedures in the cases reported were per- 
formed by Dr. Brooke Roberts. 

The Bailliart ophthalmodynamometer was obtained from L. 
Giroux & Cie, Paris. 
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SUBTOTAL GASTRECTOMY AND HEMIGASTRECTOMY 
WITH VAGOTOMY FOR DUODENAL ULCER 


COMPARATIVE STUDY ONE YEAR AFTER OPERATION 


Harold W. Harrower, M.D., Philip Cooper, M.D., Providence, R. I. 
Reginald H. Smithwick, M.D., Boston 


and 


Dorothy H. Burke, A.B., Providence, R. I. 


The mortality from subtotal gastrectomy for duo- 
denal ulcer has been reduced to a low level. Although 
operation affords marked to complete relief of pre- 
operative ulcer symptoms in most instances, a con- 
siderable number of patients suffer postoperatively 
from a variety of troublesome and disabling sequelae, 
and a few patients subsequently develop stoma ulcer.’ 

In 1952 Farmer and Smithwick’ reported their 
experience with hemigastrectomy combined with re- 
section of the vagus nerves in a series of 50 patients 
with duodenal ulcer. These authors found this com- 
bined procedure to be superior to subtotal gastrectomy 
both in clinical results and in a more frequent, greater, 
and more consistent reduction of free hydrochloric 
acid values. Since early 1954 hemigastrectomy with 
vagotomy has been used preferentially in the elective 
surgical treatment of patients with duodenal ulcer at 
the Providence Veterans Administration Hospital. In 
order to evaluate our early results, we compared a 
group of patients one year after hemigastrectomy and 
vagotomy with a similar group of patients subjected 
to subtotal gastric resection. 


Acting Chief, Surgical Service, Veterans Administration Hospital, and 
Instructor in Surgery, Boston University School of Medicine (Dr. Harrower); 
Chief, Surgical Service, Veterans Administration Hospital, and Associate 
Professor of Clinical Surgery, Boston University School of Medicine (Dr. 
Cooper); Professor of Surgery and Head of the Department of Surgery, 
Boston University School of Medicine (Dr. Smithwick); and Biochemist, 
Surgical Research Laboratory, Veterans Administration Hospital (Mrs. 
Burke). Dr. Cooper is presently Chief, Surgical Service, Veterans Adminis- 
tration Hospital, Bronx, N. Y. 


The postoperative course of 90 patients with 
duodenal ulcer was followed for at least a 
year in order to compare the results of two 
operations, Hemigastrectomy with vagotomy 
was done in 45 cases, and subtotal gastrec- 
tomy without vagotomy was done in the others. 
By some criteria the results of hemigastrectomy 
with vagotomy were found to be better, but 
the differences were not strikingly or con- 
sistently in favor of this operation. Hemigastrec- 
tomy with vagotomy was more frequently fol- 
lowed by the desired achlorhydria, however, 
and was less frequently followed by disabling 
sequelae or occurrence of the stomal ulcer. 
The authors believe that it is the better of the 
two operations. 


Clinical Material and Methods 


All patients were male veterans treated at the 
Veterans Administration Hospital. Duodenal ulcer was 
found at operation in every case. Many patients in the 
subtotal gastrectomy group were part of a larger 
group of 190 patients with duodenal ulcer in whom 
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the results of subtotal gastrectomy one to four and 
one-half years after operation were reported by Met- 
calf, Cooper, and Smithwick.’” 

Subtotal gastric resection included at least the distal 
two-thirds, and in many cases, the distal three-quar- 
ters of the stomach. The operative technique of sub- 
total gastrectomy differed from that of hemigastrecto- 
my and vagotomy only by the lesser extent of gastric 
resection and the addition of vagotomy in the latter 
procedure. All vagotomies were performed sub- 
diaphragmatically. In practically all instances resec- 
tions were of the Billroth 2 type with an antecolic 
Hofmeister gastrojejunostomy. Most of the operations 
(74 of 90) were performed by surgical residents. 

The indications for operation and the average age 
of the patients are shown in table 1. Patients listed 
under “intractabilitv’ were patients who had symp- 
toms which were not controlled by adequate medical 
therapy and who had not experienced perforation, 
significant obstruction, or hemorrhage. “Obstruction” 
or “bleeding” refers to patients who were admitted 
for the treatment of these complications or developed 
them during hospitalization. Under “combined” are 
classified those patients whose ulcer symptoms were 
medically not controllable and who gave a remote 
history of perforation, obstruction, or hemorrhage. 
Patients who underwent emergency operations for 
perforation or hemorrhage were not included in this 
study. 

The early complications of surgery in both groups 
of patients are listed in tabie 2. The duodenal fistula 
resulted from a rupture of the duodenal stump on the 
13th postoperative day and required a second opera- 
tion to establish external drainage. The seven instances 
of stomal dysfunction included only those patients 
whose hospital stay was prolonged beyond the usual 
12 to 14 days. In all patients stomal function was re- 
stored by conservative therapy. Stomal bleeding re- 
quiring transfusion for blood replacement occurred in 
two patients. The two cases of diarrhea occurring in 
the early postoperative period were of moderate se- 


TABLE 1.—Indications for Surgery and Average Age at Operation 
in Ninety Patients with Duodenal Ulcer 


Subtotal Hemigastrectomy 
Gastrectomy and Vagotomy 
‘ases, N 


Indieation Cases, 

Bleeding (elective 

Average age at operation, yr. ........... 42 40.8 


* Two patients had cholecystectomies at time of gastrectomy. 


verity and responded to symptomatic therapy. The 
pulmonary complications included four instances of 
atelectasis and one of aspiration pneumonitis. Throm- 
bophlebitis occurred in the lower extremities in two 
patients and subsided with heparin therapy. The case 
of jaundice due to a transfusion reaction and the two 
cases of drug rash subsided spontaneously and did 
not delay the patients’ discharge from the hospital. 

The hospital stay of patients with an uncomplicated 
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postoperative course averaged 12.9 days after subtotal 
gastrectomy and 13.2 days after hemigastrectomy with 
vagotomy. Levin-tube drainage was required for more 
than four days by 13 patients after hemigastrectomy 
with vagotomy and by 5 patients after subtotal gastrec- 
tomy. Late postoperative complications were encoun- 
tered in four patients. Three patients in the subtotal 
gastrectomy group developed incisional hernias, and 


Tasie 2.—Early Complications of Surgery in Patients Followed 
for One Year After Subtotal Gastrectomy or Hemigastrectomy 
and Vagotomy for Duodenal Ulcer 


Subtotal Hemigastrectomy 
Gastrectomy and Vagotomy 


Factor Cases, No Cases, No. 
dae 1 1 
Wound complications, ......... 
Pulmonary complications ............... 3 2 
Cardiae complieations, 
myocardial infarction ................. 1 0 
Venous thrombosis, lower extremity .... 0 2 
Jaundice, transfusion reaction .......... 0 1 


Average hospital stay, 
uncomplicated, days 


. 
. 
. 
. 
. 
. 
. 
— 
— 


one patient required a laparotomy for lysis of ad- 
hesions three months after hemigastrectomy and 
vagotomy. 

In our hands the mortality from elective subtotal 
gastrectomy for duodenal ulcer has been about 1.5%."" 
To date we have had no deaths among more than 100 
patients subjected to hemigastrectomy and vagotomy. 
Early in our experience with this latter procedure 
several operative complications did occur. On two oc- 
casions splenic adhesions were torn by too vigorous 
retraction, and splenectomy was required to control 
bleeding. In a third patient the esophagus was en- 
tered by manipulations to expose the vagus nerves. 
The opening was closed with interrupted sutures. In 
these three patients the vagotomy was abandoned and 
a subtotal gastrectomy performed. All the patients 
recovered without any disability attributable to these 
surgical accidents. 

All patients were interviewed and examined one 
year after operation. Each patient was asked to give 
his reaction to the results of operation in one of three 
terms: “enthusiastic,” “satisfied,” or “dissatisfied.” Late 
sequelae of operation were categorized according to 
a method used in previous studies '” and were evalu- 
ated as “none,” “mild,” “moderate,” or “severe.” The 
results of operation were classified according to the 
criteria of Farmer and Smithwick,’ which are quoted 
below: 


If a result is classified as excellent it means that we were 
unable to elicit a history of any abnormality whatsoever and 
that the patient is leading an entirely normal life from a gastro- 
intestinal standpoint. In the presence of one or two of the less 
serious sequelae, such as specific food intolerance or occasional 
episodes of slight postprandial distress, and if the patient was 
completely satisfied, the result is classified as good, If in spite of 
several minor sequelae or one of the more disabling side effects 
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the patient was still satisfied, the result is classified as fair. If 
the patient was dissatisfied or was seriously disabled in any way, 
the result is classified as poor. 

It should be noted that the presence or absence of 
free hydrochloric acid is not a factor in this classi- 
fication except that a proved or probable gastrojejunal 


Taste 3.—Sequelae and Degree of Disability One Year After 
Subtotal Gastrectomy or Hemigastrectomy and 
Vagotomy for Duodenal Ulcer 


Degree of Disability 


Mod- 

Factor Operation® None Mild erate Severe 
& V 19 11 
Dumping syndrome ............. STG 34 4 2 5 
W% & V 35 7 2 1 
Disturbed meal pattern .......... STG 18 15 11 1 
0% & V 16 3 0 
Mechanical symptoms ........... STG 28 12 4 1 
0% &V 0 18 3 0 
Decreased work capacity ........ STG 3s 2 4 1 
& V 42 1 1 ] 
W% & V 39 3 3 0 


subtotal gastreetomy: 50‘ 


V = hemigastreetomy and va- 
gotomy. Forty-five patients in each group 


ulcer automatically makes the result “poor.” Gastric 
secretory studies were performed after the method of 
Farmer, Howe, Porell, and Smithwick.* Gastric secre- 
tions were collected under basal conditions for one 
hour, after peptone-beef broth stimulation for one 
hour, and after stimulation with intravenously ad- 
ministered insulin for two separate one-hour periods. 
The lower of the two pH values after the administra- 
tion of insulin is reported. Free hydrochloride acid 
was determined by electrometric titration to a pH 
of 3.5 and is expressed as total milliequivalents pro- 
duced per hour. A few patients who did not receive 
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Fig. 1.—Sequelae and degree ot disability one year after sub- 
total gastrectomy (45 patients) or hemigastrectomy and 
vagotomy (45 patients) for duodenal ulcer. 


insulin for gastric secretory studies because of age or 
medical contraindications were excluded from. this 
study. 

Results 


The sequelae and degree of disability present one 
year after operation for duodenal ulcer are listed in 
table 3 and presented graphically in figure 1. Severe 
degrees of weight loss and dumping and moderate to 
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severe disturbances of meal pattern were more fre- 
quent in the group of patients who underwent sub- 
total gastrectomy, while persistent mild to moderate 
diarrhea was more frequent in patients treated by 
hemigastrectomy and vagotomy. Since several patients 
had moderate to severe symptoms in several categories 
and the series is small, these differences are probably 
not significant. Two patients in the subtotal gastrec- 
tomy group complained of recurrent ulcer symptoms 
at the time of examination. One of these patients gave 


TasLe 4.—Patient Reaction to Operation One Year After Sub- 
total Gastrectomy or Hemigastrectomy and 
Vagotomy for Duodenal Ulcer 
Subtotal Hemigastrectomy 


Gastrectomy and Vagotomy 


Reaction Cases, No. Cases, No. 


a history of melena. In both patients the diagnosis of 
stoma ulcer was supported by x-ray evidence. One 
patient has had a transthoracic vagotomy. At the time 
of completion of this study we are not aware of the 
development of stoma ulceration in any patient treated 
by hemigastrectomy and vagotomy. 

Table 4 and figure 2 summarize the results of surgi- 
cal treatment as evaluated by patients. These evalua- 
tions are subjective estimates of the degree of relief of 
ulcer symptoms afforded by operation after balancing 
such relief against whatever symptoms and difficulties 
were acquired as the result of surgery. This explains 
why some patients have been “enthusiastic” or “satis- 
fied,” although they may have a number of annoying or 
disabling sequelae and by more objective criteria be 
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Fig. 2.—Reaction of patients to operation one year after sub- 
total gastrectomy (45 patients) or hemigastrectomy and vagot- 
omy (45 patients) for duodenal ulcer. 


listed as “fair” or even “poor” results. The two patients 
dissatisfied with the results of subtotal gastrectomy 
were patients who developed stoma ulcers. 

The results of surgery one year after operation are 
shown in table 5 and figure 3. The results in the two 
groups of patients are very similar except that two of 
the three “poor” results in the subtotal gastrectomy 
group are so classified because of gastrojejunal ulcers. 
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The results of pH determinations on the gastric 
secretions of patients one year after operation are 
presented in table 6 and figure 4. As might be ex- 
pected, insulin stimulation resulted in the greatest 
production of free hydrochloric acid. There is little dif- 
ference between the two groups of patients with 
regard to basal and broth specimens. After insulin stim- 


TABLE 5.—Results of Operation One Year After Subtotal Gastrec- 
tomy or Hemigastrectomy and Vagotomy 
for Duodenal Ulcer 


Subtotal Hemigastreectomy 
Gastrectomy and Vagotomy 
Result Cases, No. Cases, No 


ulation 40 patients (88.9%) in the hemigastrectomy- 
vagotomy group, as compared with 30 patients (66.7%) 
in the subtotal gastrectomy group, remained achlor- 
hydric under all test conditions. Incomplete vagotomy 
in the hemigastrectomy group did not result in any 
greater free acid production than occurred in patients 
who continued to produce free acid after subtotal 
gastrectomy. 

There did not appear to be any correlation between 
clinical findings and the results of gastric secretory 
studies except for the fact that the two patients with 
gastrojejunal ulcers produced free hydrochloric acid. 
In one of these patients the pH of gastric secretion 
was less than 3.5 under all conditions of the study, 
while in the other patient the pH fell below 3.5 only 
after insulin stimulation. 


GAsTREcToMY 


a HEMIGASTRECTOMY & VAGOTOMY 


EXCELLENT 


10 20 30 40 
NUMBER OF PATIENTS 


Fig. 3.—Results of operation one year after subtotal gastrec- 
tomy (45 patients) or hemigastrectomy and vagotomy (45 pa- 
tients ) for duodenal ulcer. 


Comment 


Our results in a group of 45 patients with duodenal 
ulcer treated by hemigastrectomy combined with 
vagotomy strikingly parallel those reported by Farmer 
and Smithwick* who used the same criteria and 
methods for clinical and laboratory evaluation. So 
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far, hemigastrectomy with vagotomy for duodenai 
ulcer, as compared with subtotal gastrectomy, has 
afforded better clinical results and a decidedly greater 
frequency of achlorhydria. We consider this latter 
point to be of special significance, since it has been 


TABLE 6.—Gastric Secretory Studies One Year After Subtotal 
Gastrectomy or Hemigastrectomy and Vagotomy 
for Duodenal Ulcer 


pH Value 


Study Operation® Under 3.5 3.5 and Over 
50% & V 2 43 
1 44 
& V 5 40 


vagotomy. 


estimated that one in six patients with free hydro- 
chloric acid persisting after gastrectomy for duodenal 
ulcer will develop a gastrojejunal ulcer.'” In our ex- 
perience, with one possible exception, we have never 
encountered a patient with gastrojejunal ulceration 
who did not produce free acid under one or more 
conditions of the gastric secretory study we employ. 
To date, incomplete vagotomy (5 of 45 patients in the 
series reported) does not seem to influence the clinical 
result or to be associated with any greater degree of 
gastric acidity than found in patients who have free 
acid after subtotal gastrectomy. 

Judging from the reports of other investigators, it 
would seem that hemigastrectomy with vagotomy 
gives greater protection against recurrent ulceration 
than vagotomy with gastroenterostomy and fewer 
disabling sequelae than two-thirds to four-fifths gas- 
tric resection with vagotomy." At this time we con- 


3.5 on OVER px 3.5 
SUBTOTAL GASTRECT MEMIGASTRECTOMY & VAGOTOMY 

L 
BASAL 
| J 
INSULIN } 

10 29 30 40 10 20 40 


NUMBER OF PATIENTS 


Fig. 4.—Results of pH determinations on gastric secretions 
one year after subtotal gastrectomy (45 patients) or hemi- 
gastrectomy and vagotomy (45 patients) for duodenal ulcer. 


sider hemigastrectomy and vagotomy to be the pro- 
cedure of choice for the elective surgical treatment 
of duodenal ulcer. 


Summary 


A group of duodenal ulcer patients treated by 
hemigastrectomy and vagotomy were compared with 
a similar group of patients treated by subtotal gastrec- 
tomy one year after operation. As measured by clinical 
evaluation and gastric secretory studies, the results 


* STG subtotal gastrectomy; 50% & V hemigastrectomy and 
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of hemigastrectomy and vagotomy were found to be 
appreciably better than the results of subtotal gas- 
trectomy. The superiority of the former procedure 
was particularly evidenced by a greater frequency 
of postoperative achlorhydria and the absence of 
recurrent ulcer disease. 
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CLINICAL NOTES 


HEPATOJUGULAROMETER 


AN APPARATUS FOR QUANTITATIVE CONTROL OF PRESSURE AND FORCE APPLIED 
OVER THE HEPATIC AREA FOR THE HEPATOJUGULAR REFLUX TEST 


George E. Burch, M.D., New Orleans 


Recent efforts to study quantitatively the influ- 
ence on systemic venous pressure of pressure ap- 
plied manually over the hepatic region in normal 
man and in patients with chronic congestive heart 
failure revealed the need for a method to control 
such manual pressure quantitatively.’ This need 
was particularly evident during comparisons of re- 
actions to pressure over the hepatic area among 
different people and in the same person under 
varying circumstances or at different times. Fur- 
thermore, patients with severe or advanced con- 
gestive heart failure are often unable to withstand 
as much pressure as normal subjects or patients 
with other diseases. Thus, it would be desirable to 
know the amount of pressure and force that can 
be tolerated over the hepatic area. As a result of 
efforts to quantitate and control the amount of 
pressure and force applied over the hepatic area 
during the hepatojugular reflux test, the “hepato- 
jugularometer” was designed. 

The apparatus consists of a flexible rubber bag 
(basketball bladder), with an area of about 350 
sq. cm., in contact with the hepatic area of the 
body. The rubber bag (fig. 1) is discoid in shape, 
with a wide diameter of 23.5 cm. and, when loosely 
inflated, a thickness of about 6.4 cm. The bag, 
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which is inflated with air at a pressure of less than 
1 mm. Hg, is connected by rubber tubing to an 
aneroid-type manometer calibrated in millimeters 
of mercury or to a mercury manometer such as the 
clinical sphygmomanometer (fig. 1). The apparatus 
can be made less cumbersome if a special small 
manometer is used as an inset in the rubber bag. 

The hepatojugularometer is placed over the he- 
patic area, and pressure is then applied over the 


Fig. 1.—Left, photograph of hepatojugularometer. Right, 
hepatojugularometer in use. 


rubber bag with one or both hands. Venous pres- 
sure is recorded in the median basilic vein or any 
other vein before and during application of pres- 
sure to the hepatic area (fig. 1). Application of the 
same pressure over the hepatic area in all subjects 
would be desirable; at least, the amount of pressure 
applied should be recorded. In these studies, the 
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force of pressure applied by one or both hands 
upon the rubber bag was sufficient to raise the 
pressure within the hepatojugularometer to 40 or 
50 mm. Hg (fig. 2A and B). The force (force—pres- 
sure X area) thus applied is about 33 Ib. or 15 
< 10° dynes for a pressure of 40 mm. Hg and 
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Fig. 2.—A, relation of force, pressure, and “effective” area 
associated with use of hepatojugularometer. B, influence of 
pressure over hepatic area on pressure over median basilic 
vein in 14 control subjects. Heavy line represents mean val- 
ues. Note relatively little change in venous pressure with 
pronounced variations in pressure and force applied over 
hepatic area by means of hepatojugularometer. C, influence 
of pressure over hepatic area on pressure over median basilic 
vein in 12 patients with chronic congestive heart failure, 3 
of whom, represented by the lower three curves, were in 
cardiac compensation. Heavy line represents the mean for all 
12 subjects. Note the striking elevation in venous pressure in 
subjects with uncompensated failure. 
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about 43 Ib. or 19 « 10° dynes for a pressure of 
50 mm. Hg, or roughly 1 lb. of force per mm. Hg 
applied (fig. 2A). 

The size of the “effective” area was determined 
by placing the subject supine on a large rigid 
board, which lay across the platform of a clinical 
human balance, with the hepatojugularometer over 
the hepatic area; the pressure within the instru- 
ment was varied by manual pressure upon the 
bladder, as shown in figure 1. From the relation, 
force—pressure X area, the “effective” area was 
calculated, since force applied to the hepatic area 
was measured in pounds or kilograms by the bal- 
ance and pressure in the hepatojugularometer was 
recorded by the mercury manometer. 

By means of the hepatojugularometer, varying 
amounts of force were applied to the hepatic area 
for the hepatojugular reflux test in 14 patients 
without cardiac disease (control subjects) and in 12 
patients with chronic congestive heart failure, 3 of 
whom were in cardiac compensation (fig. 2B and C). 
There is a tendency for a rise in venous pressure 
in the patients with failure to be related to the 
degree of pressure and force applied over the he- 
patic area with the hepatojugularometer. 

The results illustrate the need for controlling and 
determining the degree of force applied to the he- 
patic area during study of the hepatojugular reflux. 
It appears that a pressure of 50 mm. Hg, or a force 
of about 42 lb., is sufficient to produce a rise in 
venous pressure in the presence of congestive heart 
failure, but less pressure may elicit such a response 
when, for clinical reasons, patients are unable to 
tolerate comfortably that amount of force. 

Obviously, although the hepatojugularometer 
makes possible adequate control of the force ap- 
plied to the hepatic area during the hepatojugular 
reflux test, it fails to evaluate the influence of 
muscle tone, Valsalva phenomenon, body build, and 
other factors. Nevertheless, this piece of apparatus 
is of assistance, since the aforementioned factors 
must be considered even when the bare hands alone 
are used. 


1430 Tulane Ave. (12). 
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PLASTIC TRACHEOSTOMY BUTTON 


Condict Moore, M.D., Louisville, Ky. 


Patients, after laryngectomy, sometimes have diffi- 
culty maintaining an adequate size of tracheal 
stoma. Various reasons for this are (1) a poorly 
constructed stoma, (2) postoperative infection at 
the skin mucosal line leading to a contracture ring, 
(3) spontaneous keloid formation, (4) poor healing 
in patients who have previously undergone irradi- 
ation for cancer of the larynx, and (5) refusal by 
the patient to undergo tracheal stomal revision. 

Obviously, the best treatment for a constricting 
tracheal stoma is operative revision of the stoma. 
In most cases this is successful, if careful skin-to- 
mucosa approximation is achieved without post- 
operative infection. The handling of this problem 
is well discussed by Martin.’ The ideal tracheal 
stoma, of course, closely approximates the diameter 
of the trachea itself and requires no tubing. 

However, for the reasons listed above, a few 
patients do not secure an adequate tracheal-skin 
opening. Unless they wear standard tracheostomy 
tubes, the stoma soon shrinks down, leaving them 
feeling suffocated, particularly when sleeping and 
when turning the head. In our experience, the poor- 
est stomas occur in patients in whom a combined 
radical laryngectomy and neck dissection has been 
performed in a previously irradiated field. 

About three years ago, one such patient of ours 
constructed for himself a plastic tracheostomy but- 
ton (see figure) made of acrylic (methyl methacry- 
late) rigid tubing, available for industrial use. A 
section 2.5 cm. long was molded on a_ lathe 
after heating, buffed until smooth, and afterwards 
cleaned with soap and water or hydrogen peroxide. 
The button has a wide flange on the skin side and a 
narrow flange on the tracheal mucosal side; it is 
about 2 cm. in total length when finished. Made to 
order for the patient, the button pops into place 
through the skin-tracheal scar with slight pressure 
and cannot be dislodged by coughing. It well main- 
tains an adequate stomal opening and _ prevents 
shrinkage. Its advantages are that it (1) is light- 
weight, (2) is transparent and not unsightly, (3) is 
easy to clean, (4) does not impinge upon the 
tracheal mucosa to cause irritation or ulceration, 
(5) requires no tape or chain to hold it in place, and 
(6) is not odorous. The acrylic plastic tracheostomy 
button helps patients whose tracheal stoma has 
shrunk and who do not respond to or accept stomal 
revision. 

Five patients who have undergone laryngectomy 
have replaced their tracheostomy tubes with acrylic 
plastic tracheostomy buttons (see figure, lower left 
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and right) for periods varying from six months to 
three years. (The acrylic tubing, from which the 
buttons are made, comes in different sizes. The tub- 
ing used here was 1/16 in. thick and % in., % in., 
and % in. in inside diameter.) No irritative or other 
harmful effects from the wearing of these but- 
tons have been observed in any patient. Methyl 
methacrylate solid appears to be inert in human 
tissue; it is used extensively in dental prostheses 
and has been imbedded in tissue without local or 
systemic effect.” Our patients are delighted with the 
buttons as compared with the standard metal trache- 
ostomy tubes. The disadvantage of the button is 


Oblique view of plastic tracheostomy button (x 3). 
Lower left, button in place. Lower right, side view of button 
in place. Outer flange is seen projecting slightly above skin 
surface, This can be corrected with turther fitting. 


that it must be custom made for each patient so 
that it fits snugly and cannot be dislodged by 
coughing. 

Recently, Jacobs and Affeldt* reported on a 
plastic tracheostomy plug, different in principle and 
design from ours, used advantageously in postpolio- 
myelitic children. They list objections similar to 
ours to the use of standard silver and plated metal 
tubes over long periods. 
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Information about commercially available tubing and the 
molding of it has been supplied by Rohm & Haas Co., 
Philadelphia, and the Cadillac Plastic Co., Detroit. 
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A ONE-DROP METHOD FOR DETECTION 


OF ALBUMINURIA 


Edwin M. Knights Jr., M.D. 


and 
Victor Jablokow, M.D., Detroit 


A tablet test for albuminuria, requiring but one 
drop of urine, has been studied in the department 
of pathology of Harper Hospital. The test is based 
on the effect of protein on a pH indicator, a phe- 
nomenon first described by Sorensen ' in 1909. This 
effect, the so-called protein error of indicators, has 
long been an obstacle to biochemists attempting 
to use indicators to measure the pH of body fluids. 
It was later adapted to qualitative tests for proteins 
by Feigl and Anger’ and by Ishidate and Saka- 
guchi.* The latter authors, Joukovsky and Vander- 
velden,* and Ketomaa and Ruosteenoja’ studied 
large numbers of pH indicators, finally selecting 
the potassium salt of tetrabromophenolphthalein as 
most desirable for serum protein measurements. 
Exton ° devised a colorimetric test for albuminuria 
in 1925 with use of sulfosalicvlic acid and brom- 
phenol blue. He noted that bromphenol blue appar- 
ently stabilizes the sulfosalicvlic-protein precipitate 
by being absorbed on the particles and giving them 
a vellow color. 

The test for albuminuria described here ( Albu- 
test) utilizes bromphenol blue as the indicator. This 
is combined with a salicylate buffer and a cellu- 
lose base in a small vellow tablet. The tablet turns 
through a color range from pale yellow to deep 
blue in the presence of increasing amounts of pro- 
tein. In the following procedures results were com- 
pared against those produced with sulfosalicylic 
acid and with the Kingsbury-Clark quantitative 
test.” The sulfosalicylic acid procedure employed 
was essentially that of Exton,” which uses a solution 
containing 5% of sulfosalicylic acid and 10% of 
sodium sulfate. Approximately 3 ml. of urine is 
mixed with 1 ml. of reagent in a small tube and 
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the mixture warmed over a flame. The tube is then 
viewed against a black background with a strong 
light shining through the solution, 

The tablet test is performed as follows: 1. Place 
one drop of urine on the tablet, using a disposable 
drinking straw for transfer. 2. After the urine drop 
has been absorbed, add two drops of tap water and 
allow them to be absorbed. 3. Read after 10 sec- 
onds, grading from negative to 3 + in comparison 
with color photographs provided (the color changes 
from pale vellow to deep blue). 


Results of Investigations 


In order to evaluate the accuracy and usefulness 
of this test, the following investigations were carried 
out in our laboratories. 

Test 1.—Two thousand fourteen random urine 
samples received in the urinalysis laboratory were 
tested independently by both the tablet and the 
sulfosalicvlic acid methods, and results were com- 
pared. 

Results: As can be seen in table 1 there was 
close agreement between the two tests in 81% of 
the cases, with 59% negative and 22% positive by 
both tests. In 18% of the urines there was some 
difference in reported sensitivity, with the sulfo- 
salicylic acid reaction usually proving slightly more 
sensitive. The tests disagreed in 1% of the reactions. 
The disagreement in this 1% is not entirely ex- 
plained, although differences of reactivity, errors 
of performance, and errors of recording probably 
account for some of the disparity. False-positive 
tests with the tablet were extremely rare, but may 
occur in strongly alkaline decomposed urines. 

Test 2.-In order to evaluate the sensitivity ot 
the sulfosalicylic acid procedure under its exact 
conditions of usage in this laboratory and to com- 
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pare it with the colorimetric test, human albumin 
was added in serial dilutions of negatively testing 
pooled urine specimens. Dilutions of human al- 
bumin (25% Albumisol) were made in varying 
amounts from 0 to 300 mg. per 100 ml. All samples 
were then “blind tested” in the usual manner. 


Taste 1.—Comparison of Tests on 2,014 Random Urine 
Samples 


Results with Albutest 
Sultosalicvlie 


Acid Results Negative Trace 1+ 2+ 3+ 
1,192 10) 13 2 2 
“Gi 1 19 1 1 
EEE 76 3s 140 10 21 


Results: The results obtained on 64 different sam- 
ples are shown in table 2. Note that quantities of 
added albumin as small as 1 to 7 mg. per 100 ml. 
gave trace reactions to the sulfosalicvlic acid. Al- 
bumin concentrations of 10 mg. per 100 ml. or 
higher were necessary to give a trace or positive 
reaction with the tablet. No false-positive reactions 
were encountered with either test. The tablet test 
was found to correspond quite closely with the 
results with sulfosalievlic acid. 

Test 3.—Urines giving a positive test for albumin 
by the sulfosalicvlic acid method were tested quan- 
titatively by the Kingsbury-Clark procedure. These 
urines were then diluted serially and retested by 
the Kingsbury-Clark and tablet techniques and 
comparative findings were recorded. As in other 
experiments, these samples were tested as un- 
knowns. 

Results: As in test 2, the colorimetric tablet test 
showed slightly less sensitivity than the sulfosali- 
evlic acid reagent. Individual specimens demon- 


TABLE 2.—Relative Sensitivity in Sixty-four Urine Samples 
with Added Human Albumin 


Results with 
Sultosalieylie Acid Results with Albutest 
Mg. 100) MI. Neg. Neg- 
of Urine ative Trace 1+ 2+ 3+ 4+ ative Trace 14- 2+ 3+ 


ts 


strated somewhat lower reactivity of some naturally 
occurring urinary proteins as compared with equiva- 
lent amounts of added human albumin. Results 
are shown in table 3. 

Test 4.—Laboratory personnel completely un- 
familiar with the testing procedure were given 18 
coded urine specimens containing human albumin 
in five varying concentrations. These albumin con- 
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centrations were 0, 10, 20, 30, and 100 mg. per 100 
ml. of human albumin added to negatively testing 
urines (sulfosalicylic acid method). Results were 
reported as negative, trace, small, moderate, or 
large, based on the color change of yellow to blue 
in the tablet. Each series of urine dilutions was read 


TABLE 3.—Relative Sensitivity of Sixty-six Urine Samples 
with Naturally Occurring Protein 


Results with 


Sulfosalievlie Acid Results with Albutest 


Protein Content, — 
\ MI 


Neg. Neu- 
of Urine ative Trace 1+ 2+ 34 44 ative Trave 14+ 24 3+ 


by three persons for whom the test was a new 
procedure. Results were checked by technologists 
familiar with the reaction. Three hundred sixty tests 
were performed by the inexperienced plus the ex- 
perienced personnel. 

Results: Concentrations of albumin of 100 mg. 
per 100 ml. were consistently read as positive; 30 
mg. per 100 ml. was read as positive in 37 of 54 
instances. Lesser amounts were usually interpreted 
as negative. There were no false-positive tests. As 
soon as a technologist had acquired some skill in 
reading the test, all of the concentrations of 30 mg. 
per 100 ml. of human albumin and most of those 
of 20 mg. per 100 ml. were picked up, being reid 
as “trace” (table 4). 

Test 5.—Consecutive urines obtained from three 
patients with albuminuria were checked by the 
tablet test, the sulfosalicylic acid test, and the 
Kingsbury-Clark quantitative procedure, 


TaBLe 4.—Performance with Albutest: Results by 
Inexperienced and Experienced Examiners 


Percentage of Results 


Protein Content Neg- Mod- 
Mg./100 MI. of Urine Examiners ative Trace Small erate Large 
Inexperienced 100 0 0 0 0 
Experienced 100) 0 0 0 0 
Inexperienced 19 0 0 0 
Experienced 11 0 0 0 
Inexperienced 63 30 7 0 
Experienced 6 78 16 0 0 
Inexperienced 2? 19 13 0 
Experienced 0 4 Mi 0 0 
Inexperienced 0 2 22 28 4s 
Experienced 0 0 33 7 


Results: The 26 urines in this series varied in 
protein concentration from 65 to 1,200 mg. per 
100 ml. The tablet test was consistently positive and 
agreed closely with the sulfosalicylic acid and 
Kingsbury-Clark findings. 

Test 6.—Due to the frequent association of hema- 
turia and proteinuria, experiments were carried out 
to evaluate the reactivity of whole blood with the 
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colorimetric tablet test and the sulfosalicylic acid 
test. Human blood with a hemoglobin content of 
15.7 Gm. per 100 ml. was added to urine that was 
completely negative with both tests. 

Results: A 1 to 3,200 dilution of this blood and 
urine was the highest dilution to give faint reactions 
with either test. If the added blood contained 5 mil- 
lion red blood cells per cubic millimeter, this 1 to 
3,200 dilution of blood in the urine would result 
in many erythrocytes per high-power field by tech- 
niques commonly used in quantitating microscopic 
hematuria. Therefore, a considerable number ot 
erythrocytes may be present in urine, yet there 
would still be insufficient protein to give a positive 
protein test by either of the methods. 


Comment 


The tablet method of albumin determination 
based on an indicator reaction was studied from 
the aspect of its possibilities as a routine laboratory 
procedure. It proved to be a rapid, easy method, 
requiring a ininimum amount of urine and no glass- 
ware or heat. From this standpoint it is a particu- 
larly valuable innovation in pediatrics, where urine 
specimens are likely to be scanty. The complete 
elimination of glassware makes it an attractive 
procedure for routine screening of large numbers 
of urine specimens. 

The ability of technologists to interpret the rough- 
lv quantitative yellow to blue color changes im- 
proved considerably with experience. The inability 
of the test to pick up “trace” amounts of albumin 
might be considered a handicap; this would depend 
on how much clinical significance a physician would 
put on the presence of 10 to 20 mg. per 100 ml. 
of albumin in the urine. We do not think this is a 
serious fault. Correlation with the sulfosalicvlic 
acid method as outlined in the test was relatively 
good, and serious differences in reaction were en- 
countered in only 1% of over 2,000 urine specimens 
tested. These include decomposed or extremely 
alkaline urines. These will turn the tablet blue, 
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because bromphenol blue is also an indicator on 
the alkaline side. Tablets retained their sensitivity 
in colored bottles at room temperature for periods 
of four months during the study. 


Summary 


A new tablet test for albuminuria has been evalu- 
ated. It is based on color changes from yellow to 
blue in a tablet containing a bromphenol blue indi- 
cator and salicylate buffer. The test requires only 
one drop of urine and no glassware or heat. The 
test appears to be stable at room temperature for 
at least four months. Roughly quantitative results 
agree well with the sulfosalicvlic acid and Kings- 
bury-Clark tests when albumin is present in con- 
centration above 20 mg. per 100 ml. Some experi- 
ence is required in order to recognize color changes 
in the range from 20 to 30 mg. per 100 ml. 


The urine protein test, Albutest, is a registered trademark 
of Ames Company, Inc., Elkhart, Ind. 
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Renal Function Test.—Correlations between renal histology obtained by percutaneous renal 
biopsies, urine analyses, nitrogenous substances in the blood, and three simple tests of renal 
function (urea clearance, P. S. P. [phenolsulfonphthalein] excretion, and specific gravity 
concentration tests) were illustrated by a study of 24 patients with lupus nephritis and of 9 
patients with SLE [systemic lupus erythematosus] and normal kidneys. Histologic analyses 
assessed over-all kidney damage for 57 biopsies and 8 autopsies, and damage to glomerular 
structures, tubules, interstitium, and vessels was graded semiquantitatively from 0 to 4°. On 
13 occasions normal urine analyses were found when there was histologic damage to the kid- 
nevs. Good correlations were found between the degree of renal damage and the three simple 
tests of renal function. When several studies were done on the same patient, serial function 
studies reflected serial histologic changes. With mild renal changes a battery of tests was more 
useful in detecting abnormalities than single tests. The clinical value of percutaneous renal 
biopsy in diagnosis, management, and prognosis of renal disease is evident when compared 
with simple tests of renal function.—R. M. Kark, F. R. C. P., and others, Simple Tests of Renal 
Function in Health and Disease, A. M. A. Archives of Internal Medicine, February, 1957. 
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DECUBITUS ULCERS 


HE medical and surgical management of 
T decubitus ulcers is still a challenging prob- 

lem. These ulcers are usually preventable 
but once established they are difficult to 
cure.’ Paraplegics are especially likely to develop 
these sores. Moisture of the bedclothes next to the 
skin and prolonged pressure are causative factors in 
starting these ulcers. The presence of infection 
makes them hard to heal. It is now recognized that 
a disturbed metabolic state is necessary for both 
their formation and their chronicity.” Specifically, 
a hemoglobin level of less than 12 Gm. per 100 ce. 
and an inadequate serum protein level are important 
factors. Massage or alcohol rub of the devitalized 
skin may be a contributing cause. Where there is 
sustained local pressure and a lowering of the he- 
moglobin level, stasis occurs and local nutrition suf- 
fers. Nitrogen balance is hard to maintain in para- 
plegics or in anyone kept for long at strict bed 
rest because under such conditions the loss of pro- 
tein metabolites through the urine is greatly in- 
creased. ' 

Bateman’ investigated the routine preventive 
procedures used in a British hospital and found 
that, in addition to changing the patient’s position 
and washing the pressure area daily with soap and 
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water, these areas were rubbed with alcohol and 
dusted with talcum powder. Under this manage- 
ment bedsores frequently developed. He was able to 
improve the results and save much nursing time 
by having the pressure areas washed only twice a 
week unless soiling occurred, using warm water 
without soap, discontinuing alcohol rubs, and dis- 
continuing the use of talcum powder because it 
cakes, especially in the skin creases, and irritates 
the skin. In place of powder the skin was smeared 
with a thin layer of a silicone cream. Any means 
of avoiding a break in the skin through which bac- 
teria can enter is to be recommended. Bateman also 
gave his patients tolazoline and ascorbic acid by 
mouth. Matheson and Lipschitz ' stress the necessity 
for giving the bedridden patient a high-caloric, high- 
protein diet with iron and vitamin supplements. 
They advocate giving a blood transfusion if the 
hemoglobin level falls below 15 Gm. per 100 ce. and 
the use of a foam rubber mattress on a firm base 
with added foam rubber pillows or rings to protect 
the most vulnerable points. The patient is admon- 
ished to report soiling promptly. Heat and direct 
sunlight are avoided. Active. if possible, and other- 
wise passive movement of the extremities is neces- 
sary to prevent local circulatory stasis. They ob- 
served no benefits from the use of silicone cream as 
advocated by Bateman. 

When a decubitus ulcer has formed many of the 
preventive measures mentioned must be continued 
or intensified. This applies especially to the high- 
protein diet, blood transfusions. vitamin supple- 
ments, and protein hydrolysates. Burston and co- 
workers * advise scrubbing of the entire back with 
soap and water followed by a brisk alcoho] rub. It 
is to be hoped that they limit this procedure to the 
areas of healthy skin, but if so they do not say so. 
Such points should never be left in doubt. Writing 
in 1950, Vaughan and co-workers ° listed hypopro- 
teinemia as contraindication to early ambulation, 
and later Matheson and Lipschitz in Africa advo- 
cated that patients with decubitus ulcer be con- 
fined to strict bed rest. The current belief, however. 
is expressed by Hubay,* who stresses the fact that 
the first step in prevention and treatment is active 
or passive movement and advocates ambulation as 
soon as possible. This is an aid not only to circula- 
tion but also to stopping the rapid loss of essential 
blood proteins via the urine. 

Sulfonamides and antibiotics should not be used 
locally because of the danger of sensitization. Deep 
ulcers require surgical treatment. Radical excision 
with rotational pedicle flap is now the treatment of 
choice.” Removal of portions of bone under pressure 
areas is often advisable as an adjunct to pedicle 
flaps or skin grafting. It is especially important to 
place grafts on these wounds because of the large 
amounts of essential proteins that are lost through 
the exudates. Many a patient makes a gratifying 
turn for the better as soon as this loss of nutriment is 


checked. 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 


Welfare and Pension Plans Disclosure 


This bill was submitted by Senators Douglas (D., 
Ill.), Kennedy (D., Mass.), Ives (R., N. Y.), and 
Murray (D., Mont.). All are members of the Com- 
mittee on Labor and Public Welfare except Senator 
Douglas, who was a member of the committee last 
vear. This bill was introduced on nearly the last 
day of the session and presumably represents the 
thinking of most of the members of the labor and 
public welfare subcommittee who held hearings on 
the welfare and pension plans during the past year. 
They seek to make certain information public con- 
cerning all union and management pension, health- 
welfare type plans for the benefit of the employees. 

Both registration and annual reports would be 
required of those in charge of the plans and would 
be submitted to the Secretary of Labor, Plans cover- 
ing fewer than 100 employees could be exempted 
by the Secretary of Labor. Other plans would be 
required to report as to their identity, type, and 
size, and related information as the Secretary of 
Labor would prescribe. Annual reports would be 
required after initial registration and the financial 
operation report would be based on a certified audit. 
If the plan is offered by an insurance company, 
premiums, claims, and commissions would also have 
to be reported. Other type plans such as trustee 
and profit-sharing plans would, in addition, have to 
report on types of investments and loans to em- 
plovees, sponsors, and other parties in interest. The 
registration and annual reports would be open to 
the public in the document rooms of the Depart- 
ment of Labor. Those in charge would also be 
required to publish brief summaries of their welfare 
plans and furnish such summaries to participants 
upon request. The Secretary of Labor is given 
broad investigatory powers and authority to apply 
to the Department of Justice for assistance in prose- 
cuting violations of the act. 

An Advisory Council of 13 members is authorized. 
Representatives from management, insurance, bank- 
ing, labor, and other interested groups, and public 
members would form the council. This measure 
was referred to the Committee on Labor and Public 
Welfare and was favorably reported to the full com- 
mittee but no further action taken. 


From the Washington Office of the American Medical Association. 


State Review of Increase in Federal Grants to Siaccs 


To preserve the “existence of strong and self-reli- 
ant States” and to encourage the “decentralization 
of power” Senator Goldwater (R., Ariz.) proposes, 
in S. Res. 184, as follows: 


... before any standing committee of the Senate reports any 
bill which enlarges an existing program of federal grants-in- 
aid, to the States, or their subdivisions, or establishes a new 
program of grants-in-aid, the committee shall transmit 
copies of such bill to the governors of the several States and 
to the presiding officers of both houses of the several State 
legislatures, and to the chairmen of the legislative councils 
in those States where such continuing legislative bodies 
exist, for their respective opinions as to (1) whether such 
Federal aid is necessary because the particular service, func- 
tion, or activity is essential and the States are unable to 
finance it, and (2) whether the States favor such aid being 
made available to them, either in the form of the bill trans- 
mitted to them, or with any amendments they may desire 
to suggest.... 

Within a reasonable time after the transmission of any 
bill to the States by a standing committee of the Senate as 
hereinabove provided, the committee shall tabulate the re- 
plies received from the various States and, after considera- 
tion thereof, may report to the Senate any such bill, either 
with or without amendment, as the committee in its judg- 
ment, may determine. Such bill shall be accompanied by a 
report, which shall contain the replies received by the com- 
mittee together with its recommendations. 


This bill was referred to the Committee on Rules 
and Administration. 


Social Security Amendments for 1958 


Representative Dellay (R., N. J.) proposes, in 
H. R. 9203, to amend the Social Security Act in a 
number of ways to include (1) compulsory cover- 
age of physicians under OASI; (2) provide benefits 
for dependents during the periods of disability when 
the worker is unable to engage in substantial gain- 
ful activity, equivalent to benefits at retirement—if 
the worker refused rehabilitation the benefits to 
dependents would be denied; (3) authorize pay- 
ment for rehabilitation services for the disabled 
worker from the disability trust fund; (4) increase 
the maximum monthly benefits for covered individ- 
uals from $108.50 to $118.50; for married couples 
without children from $162.80 to $177.25; maximum 
family benefits would be raised from $200.00 to 
$271.25; and monthly payments for widows and 
widowers would be raised from $81.40 to $98.80; 
(5) raise the maximum family benefits for widows 
and their dependent children from $200.00 to 
$296.25; (6) raise the base wages subject to tax 
from $4,200 to $4,800 annually (no increase in tax 
rates is proposed); and (7) increase 1% per year 
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over present benefit levels for those who delay re- 
tirement beyond age 65 until age 72 is reached. 
(Thus, the retired worker who delayed retirement 
until age 72 could receive an additional $8.33 month- 
lv, or a total of $126.83 instead of $118.83.) This 
measure is identical to H. R. 8883 by Representative 
Kean (R., N. J.), previously reported. The bill was 
referred to the Ways and Means Committee. 

Representative Forand (D., R. I.), in H. R. 9467, 
would amend the Social Security Act “to increase 
benefits payable under the Federal old-age, surviv- 
ors, and disability insurance program, to provide 
insurance against the costs of hospital, nursing 
homes, and surgical service for persons eligible for 
old-age and survivors insurance benefits.” From the 
Social Security Trust Fund the cost of hospital care 
would be paid for 60 days in any vear in semi- 
private hospital accommodations and nursing home 
care up to a combined total of 120 days in a 12- 
month period. The patient would be given the free- 
dom of choice of a surgeon for necessary surgical 
care; the surgeon would be paid by the OASI Trust 
Fund. The surgeon must be certified by the Ameri- 
can Board of Surgery or be a member of the Ameri- 
can College of Surgeons. For oral surgery the pa- 
tient could select a duly licensed dentist. The 
physicians would be paid such amounts agreed to 
by them or as prescribed in regulations made by 
the Secretary of Health, Education, and Welfare. 
The medical benefits would be in addition to the 
dollar retirement or survivor payments already pro- 
vided for in the law. The cash monthly benefits 
would be increased across the board, with an indi- 
vidual monthly benefit being increased from $108.50 
to $151.80, and family benefits increased from the 
maximum of $200.00 to a maximum of $305.00. The 
base upon which the taxes would be levied would 
be increased from $4,200 to $6,000, and the present 
rates would be increased one-half of 1% for both 
employee and employer in 1959, and the self-em- 
ployed would pay three-fourths of 1% more. By 
1975, the employee and employer would each pay 
454% for a total of 91% of wages up to $6,000 an- 
nually. For the self-employed the tax would be 74%% 
on the first $6,000 for self-employment income or 
$427.50 annually. To finance the increases in total 
payments for retirement benefits, the author, it is 
reported, considers the increase of the tax base from 
$4,200 to $6,000 as sufficient. The rate increase 
would be assigned solely to finance the hospitaliza- 
tion and surgical benefits. Both bills were referred 
to the Ways and Means Committee. 


Public Assistance Amendments 


Representative Fulton (R., Pa.) has introduced 
H. R. 9485, a measure similar to a number of pend- 
ing bills. Among the major provisions are those 
described below. 

Old Age Assistance.—In determining need the 
state must disregard the first $75 per month ot 
earned income, the ownership of a house assessed at 
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a imaximum of $7,500, the financial status of the 
individual's family, donations of surplus food from 
the Commodity Credit Corporation, and the first 
$1,800 in value of personal property; there must be 
no discrimination based on sex; the age require- 
ments for old-age assistance recipients must be the 
same as those for old-age benefits under the Social 
Security Act; and residence requirements must not 
exceed one year immediately preceding the appli- 
cation for assistance, 

Aid to Dependent Children.—In determining need 
the state agencies must disregard the first $25 per 
month of the earned income of a child and the first 
$50 per month of income earned by his parent or 
guardian, the ownership of a home assessed at less 
than $7,500, and the donation of any foods from 
the Commodity Credit Corporation; there must be 
no discrimination based on sex; and provision must 
be made for direct payments for dependent children 
not satisfying state residence requirements. 

Aid to the Blind.—In determining need the state 
agencies must disregard the first $75 of the earned 
income per month, the ownership of a home assessed 
at less than $7,500, the financial status of the indi- 
vidual’s family, and donations of surplus food from 
the Commodity Credit Corporation; there can be no 
discrimination on the basis of sex; residence re- 
quirements should not exceed one year immediately 
preceding application for assistance; and provisions 
must be made for direct payments to individuals not 
satisfving residence requirements. 

Aid to the Permanently or Totally Disabled.—In 
determining need the state agencies must disregard 
the first $75 per month of earned income, owner- 
ship of a home assessed at less than $7,500, any 
donations of surplus food from the Commodity 
Credit Corporation, financial status of individual's 
family, and the first $1,800 of personal property: 
there must be no discrimination based on sex; and 
provisions must be made for direct payments to 
individuals not satisfying state residence require- 
ments. This measure was referred to the Committee 
on Ways and Means. 


Mosquito Research and Control Grants 


Representative Moulder (D., Mo.) proposes, in 
H. R. 9216, “to provide for research and technical 
assistance relating to the control of salt-marsh and 
other pest mosquitoes of public health importance 
and mosquito vectors of human disease, to protect 
wetland resources.” Grants would be given through 
the surgeon general of the Public Health Service to 
encourage state and local governments in (1) aid- 
ing research to devise methods for the extermina- 
tion and control of mosquitoes and (2) providing 
federal technical facilities and services to aid states 
in the formulation and execution of state and local 
mosquito research and control programs. In addi- 
tion, the Secretary of the Interior, through the Fish 
and Wildlife Service, would conduct technical 
studies and demonstrations on mosquito control 
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“that are compatible with management of marshes, 
swamps, and other wetlands for economic, recrea- 
tional, and fish and wildlife conservation uses.” This 
bill was referred to the Interstate and Foreign Com- 
merce Committee. 


Hospitalization for the Aged and Disabled 


Representative Roberts (D., Ala.), in H. R. 9448, 
proposes “to amend title II of the Social Security 
Act to provide insurance thereunder against the cost 
of hospitalization for insured aged persons and their 
dependents and survivors, and for insured disabled 
persons.” This bill is identical with H. R. 4765 by 
Representative Dingell (D., Mich.), previously re- 
ported. The Social Security Trust Fund would pro- 
vide payments for retirement and the Disability 
Insurance Trust Fund would provide payments for 
disability. This bill was referred to the Committee 
on Ways and Means. 


Air Pollution Control 


Representative Schenck (R., Ohio), in H. R. 9368, 
proposes “to prohibit the use in commerce of any 
motor vehicle which discharges unburned hydro- 
carbons in an amount which is found by the Sur- 
geon General of the Public Health Service to be 
dangerous to human health.” The surgeon general 
would determine the standards “as to the amount of 
unburned hydrocarbons which is safe, from the 
standpoint of human health (with particular refer- 
ence to the carcinogenic nature of unburned hydro- 
carbons ), for a motor vehicle to discharge into the 
atmosphere.” Motor vehicles which would discharge 
hydrocarbons in excess of this amount could not 
be used in interstate commerce. Punishment would 
be a fine of not more than $5,000, or imprisonment 
of not more than one year, or both. This bill was 
referred to the Interstate and Foreign Commerce 
Committee. 


Tax Deduction for Educational Purposes 


Representative Schwengel (R., Iowa), in H. R. 
9414, proposes to amend the Internal Revenue Code 
to allow a taxpayer, in calculating his income tax, 
to deduct from his adjusted gross income those 
amounts expended for himself or any of his depend- 
ents for tuition paid to institutions of higher learn- 
ing or for books and periodicals and living expenses 
incurred by attending school away from home. An 
institution of higher learning is defined as an insti- 
tution offering education at a level above the 12th 
grade. 

Representative Laird (D., Wis.), in H. R. 9599, 
proposes to allow a taxpayer, in calculating his in- 
come tax, to deduct from his individual income tax 
(not his adjusted gross income) 30% of the total 
amount paid during the year to educational insti- 
tutions above the eighth grade for tuition or fees 
whether for himself or for his dependents. The 
above measures were referred to the Committee on 
Ways and Means. 
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Medical Expenses Tax Deduction 


Representative Miller (R., Md.), in H. R. 9417, 
proposes to amend the Internal Revenue Code “to 
permit a taxpayer who has attained the age of sixty- 
five and is disabled and whose spouse has attained 
the age of sixty-five and is disabled, to deduct up to 
$20,000 of medical expenses incurred in any year.” 
This measure was referred to the Ways and Means 
Committee. 


Presidential Commission on Blindness 


Representative Fulton (R., Pa.), in H. R. 9484, 
proposes “to establish a temporary Presidential 
commission to study and report on the problems 
relating to blindness and the need of blind persons.” 
This commission would number 21 and would be 
comprised of “leaders in medicine, education, social 
work, psychology, rehabilitation, and related pro- 
fessions, representatives of public and voluntary 
agencies providing services to blind persons (includ- 
ing those which are not concerned exclusively with 
the blind), and representatives of industry, labor, 
and the general public.” An interim report would 
be submitted not later than Jan. 31, 1959, and a final 
report a year later. This measure was referred to 
the Committee on Education and Labor. 


TASK FORCE BEGINS STUDIES 


The A. M. A. task force appointed to study pro- 
posals for hospitalization of the aged financed by 
Social Security funds, met in Chicago Sept. 27, and 
set Friday, Nov. 15, as the date for another meet- 
ing. All members of the committee, headed by Dr. 
George M. Fister, Ogden, Utah, a member of the 
Board of Trustees, were present, along with several 
staff members from A. M. A. headquarters and 
the A. M. A. Washington office. 

Walter Polner, Ph.D., of the staff of the A. M. A. 
Bureau of Medical Economic Research, research 
director for the task force, is collecting information 
which the task force will review, then endeavor to 
define the problem, outline the programs and activ- 
ities now being carried on to meet them, and recom- 
mend what additional actions should be taken. 


HOME CARE PROGRAMS 


The complete study of “Organized Home Care 
Programs in the United States,” part of which was 
published in THe JourNaL, May 18, 1957, is avail- 
able from the Council on Medical Service of the 
American Medical Association, The report discusses 
the organization and operation of 31 home care 
programs presently under way in this country and 
includes a more detailed description of 8 of the indi- 
vidual programs surveyed. Single copies are avail- 
able without charge; additional copies are $1.00 
each. 
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MEDICAL NEWS 


ILLINOIS 

Chicago 

Medical History Meeting.—An open meeting of the 
Society of Medical History of Chicago will be held 
at the Institute of Medicine Nov. 13 at 8:00 p. m. 
Dr. Carroll L. Birch, professor of medicine, Uni- 
versity of Illinois College of Medicine, will present 
“Subsequent History of One of Leeuwenhoek’s Ani- 
malcules,” and Dr. Lester S. King, clinical professor 
of pathology, University of Illinois College of Medi- 
cine, will present “Medical Ethics in the Eighteenth 
Century.” 


LOUISIANA 


Society News.—The officers of the Louisiana Pathol- 
ogy Society are: Dr. William S. Randall, Baton 
Rouge, president; Dr. Ralph M. Hartwell, New 
Orleans, vice-president; and Dr. Samuel R. Stag- 
gers, New Orleans, secretary-treasurer. 


MONTANA 


State Medical Election._The Montana Medical As- 
sociation has installed the following officers: Dr. 
John A. Layne, Great Falls, president; Dr. Herbert 
T. Caraway, Billings, president-elect; Dr. Theodore 
R. Vve, Billings, secretary-treasurer (reelected ); Dr. 
Leonard W. Brewer, Missoula, vice-president; and 
Dr. William E. Harris, Livingston, assistant secre- 
tary-treasurer. 


NEBRASKA 


Eben J. Carey Memorial Lecture.—The seventh an- 
nual Dr. Eben J. Carey Memorial Lecture, sponsored 
by Creighton University and the Phi Chi Medical 
Fraternity, will be delivered Nov. 20, 8:30 p. m., at 
the Creighton University Student Union Building, 
Omaha, by Dr. John S. Hirschboeck, dean, Mar- 
quette University School of Medicine, Milwaukee, 
Wis., on “New Developments in Pernicious Anemia.” 
The lecture is open to all medical personnel and 
their friends without charge. The American Acad- 
emy of General Practice will allow one and one halt 
hours credit, category one, for attendance, 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


NEW YORK 

Personal.—Dr. Seymour S. Bluestone, former medi- 
cal coordinator at the Rehabilitation Center of 
the New York University-Bellevue Medical Center, 
New York City, has been named director of the 
New York State Rehabilitation Hospital at West 
Haverstraw, succeeding Dr. Austin J. Canning, who 
is retiring. 


New York City 

Hospital News.—Close to 5 million dollars has been 
raised toward an ultimate goal of 11 million dollars 
for a complete renovation and modernization of 
Lenox Hill Hospital, according to the hospital's an- 
nual report. Construction of the first of three new 
buildings being planned is already under way. 
Replacing the hospital's oldest building, the new 12- 
story unit will provide a minimum accommodation 
of 180 beds, bringing the total bed complement of 
the hospital to 622 beds. 


Professor Loewi Honored.—Prot. Otto Loewi, Nobel 
Prize winner in medicine (1936) for the discovery 
of the chemical transmission of the nervous impulse, 
was presented with the Schmiedeberg Plakette by 
the German Pharmacological Society Oct. 16. Dr. 
Otto Krayer, professor of pharmacology at Harvard 
University Medical School, Boston, made the pres- 
entation on behalf of the society. Dr. Loewi was 
born in Frankfurt am Main, Germany, and has taught 
there, and in Austria, and the United States. He is 
now research professor of pharmacology in the col- 
lege of medicine of New York University—Bellevue 
Medical Center. 


Endow Chair of Plastic Surgery.—A one-million- 
dollar grant to New York University—Bellevue Med- 
ical Center from the Society for the Rehabilitation 
of the Facially Disfigured, made possible by the 
Avalon Foundation, provides for an Institute of 
Reconstructive Plastic Surgery, to engage in re- 
search, teaching, and treatment of patients. It also 
provides for the first endowed chair of plastic sur- 
gery, to be known as the Lawrence D. Bell Chair 
of Plastic Surgery, at the Medical Center. Dr. John 
Marquis Converse, professor of surgery at the Col- 
lege of Medicine and noted plastic surgeon, will 
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be the first incumbent. The late Lawrence D. Bell, 
aviation pioneer and founder of the Bell Aircraft 
Corporation, was a founder of the society and its 
president until his death in October, 1956. The new 
institute will be located in a modern 19-story hospi- 
tal to be constructed at the Medical Center. The 
Society for the Rehabilitation of the Facially Dis- 
figured was chartered in New York on Oct. 29, 1951, 
for the purpose of establishing a center and founda- 
tion to promote the welfare of the facially disfigured; 
to establish fellowships and scholarships; to promote 
a program of research; and to contribute to the 
training of competent personnel. The total program 
will be carried out by the division of plastic sur- 
gery of the department of surgery at New York 
University College of Medicine, under the direction 
of Dr. Converse. 


Personal.—Dr. Alfred Yankauer, director, Bureau of 
Maternal and Child Health of the New York State 
Health Department since 1952, has been granted a 
one-year leave of absence to accept a position as 
medical officer with the World Health Organization. 
He will become visiting professor of social pediatrics 
at the Universitv of Madras Medical College, Mad- 
ras, India.——Dr. Alexander Brunschwig has_re- 
turned from Durban, Natal, South Africa, where he 
attended the Congress of the Medical Association of 
South Africa and presented lectures and operative 
demonstrations. Dr. Brunschwig is chief of the gyne- 
cology service at Memorial Center for Cancer and 
Allied Disease and professor of surgery, Cornell 
University Medical College.——Dr. Jerome Geren- 
dasy has been appointed professor of cardiology at 
the Faculty of Medicine of the University of Santo 
Domingo, Ciudad Trujillo, Dominican Republic. 


PENNSYLVANIA 

Society News.—The officers for the Pennsylvania 
Radiological Society for 1957-1958 are: Dr. Lewis E. 
Eter, president; Dr. John H. Harris, president-elect; 
Dr. Joseph E. Malia, first vice-president; Dr. Paul S. 
Friedman, second vice-president; Dr. Walter P. Bit- 
ner, secretary-treasurer; and Dr. Carl B. Lechner, 
editor. The 1958 meeting will be held on May 15-17, 
at the Penn Sheraton Hotel, Pittsburgh.——The fol- 
lowing officers of the Pennsylvania Academy of 
Physical Medicine and Rehabilitation have been 
elected: president, Dr. Derrick H. Cross, Greens- 
burg; vice-president, Dr. William J]. Erdman I, 
Philadelphia; and secretary-treasurer, Dr. J. Murl 
Johnston, Pittsburgh. 


Philadelphia 

Pemberton Memorial Lecture.—The seventh annual 
Dr. Ralph Pemberton Memorial Lecture will be 
given Nov. 12, 8:30 p. m., at the Philadelphia Coun- 
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ty Medical Society, by Dr. John H. Talbott, head, 
department of medicine, University of Buffalo 
School of Medicine. His subject will be “Recent 
Advances in Our Understanding of Gout and Their 
Therapeutic Implications.” Physicians, residents, in- 
terns, and medical students are invited. Category II 
credit is available for members of the Academy of 
General Practice. 


Grant for Mental Health Study.—The Institute of 
Neurological Sciences of the University of Pennsyl- 
vania School Medicine will use a Ford Foundation 
grant of $219,450 to broaden its studies of the nerv- 
ous system, particularly as those studies are related 
to mental health. The institute's new work in this 
field, made possible by the grant, includes research 
and research training in the basic sciences, and in 
psychiatry. The psychiatric portion of the project 
will be done in collaboration with the department 
of psychiatry, of the School of Medicine, and the 
Institute of the Pennsylvania Hospital. Dr. Louis B. 
Flexner of the Institute and the School of Medicine 
will direct the project. 


WISCONSIN 


Tuberculosis in Milwaukee’s Skid Row.—In the Mil- 
waukee Skid-Row area, where the rate of active 
tuberculosis is reported to be 25 times as high as 
in the general population, a continuous chest x-ray 
program has been established at the Milwaukee 
Rescue Mission. Through the Mission’s free em- 
ployment service, these men are placed on some 
1200 jobs per month, according to Mr. Lyman E. 
Davis, Mission superintendent. Many of these jobs 
are in restaurants or as handymen around homes 
where there is a recognized danger of infection to 
others. Previous x-ray clinics at the Mission, con- 
ducted semi-annually, have uncovered one active 
case of tuberculosis for each 100 men x-rayed. The 
service will also be available to anyone else desiring 
a chest x-ray, especially other men and _ families 
living in the area. Local organizations cooperating 
in the Rescue Mission program include the General 
Electric Company, x-rav department, which sup- 
plied and installed the x-ray equipment, the Wis- 
consin Anti-Tuberculosis Association, which will 
buy the first year’s supply of x-ray film and whose 
staff physicians will supervise the program and read 
the films, and the Milwaukee Health Department, 
which will do follow-up studies and tests and ar- 
range for isolation and hospitalization of suspected 
cases. 


PUERTO RICO 

Construct Nuclear Center.—The U. S. Atomic 
Energy Commission and the University of Puerto 
Rico have signed a contract for the operation of a 
nuclear training center to be constructed in Puerto 
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Rico by the commission. The center was authorized 
by the last session of the U. S. Congress, and 
$2,800,000 was appropriated for the start of con- 
struction and initial operation of the center. John I. 
Thomas, former deputy manager of the commission's 
Hanford Operations Office, Richland, Wash., has 
been appointed resident manager of a new perma- 
nent commission office to be established in Puerto 
Rico. 

The goal is to develop a comprehensive program 
for research and training—in the Spanish language 
and available to students from the American Repub- 
lics—in nuclear science and engineering and the 
peaceful applications of nuclear energy in medicine, 
agriculture, and industry. The University of Puerto 
Rico during the 1956-1957 academic vear had 313 
students from 19 American Republics in its student 
body. The total enrollment is more than 16,000, 
with a full-time faculty numbering 1,064. Plans 
provide for later construction of a training and re- 
search building for medical and biological applica- 
tions of nuclear energy, to be located near the new 
medical center in Rio Piedras, and some additional 
training and laboratory facilities at Mavaguez. 


GENERAL 

Award in Biological Psychiatry.—The Society of 
Biological Psychiatry is offering an annual award 
which was made possible by the A. E. Bennett 
Neuropsychiatric Research Foundation. The award 
will consist of traveling expenses to the annual 
meeting plus expenses at the meeting, in addition 
to an honorarium of $250. It will preferably be given 
to a young investigator, not necessarily a member 
of the society, for work which has recently been 
accomplished and not published. The honorarium 
will be awarded at the annual banquet. Papers in 
quadruplicate should be submitted to Arthur A. 
Ward, head, Division of Neurosurgery, School of 
Medicine, University of Washington, Seattle 5, 
Wash., or to Dr. Harold E. Himwich, Chairman, 
Committee of Award, Galesburg State Research 
Hospital, Galesburg, 


Bahamas Medical Conference.—The fourth Bahamas 
Medical Conference will be held Dec. 1-15 at the 
Fort Montagu Beach Hotel in Nassau. Reservations 
should be made by writing directly to Mr. John L. 
Cota, general manager of the hotel. About 35 papers 
are scheduled for presentation. A general discussion 
on hypertension is scheduled for Dec. 4. “Letheon— 
The Cadenced Story of Anesthesia,” will be pre- 
sented Dec. 8 by Dr. C. D. Leake. Reservation fee 
is $75. Checks should be made out to the order of 
the “Bahamas Medical Conference” and should be 
sent to Mr. Cota in making reservations. Time is 
made available within the program for recreational 
activities. American and Canadian citizens do not 
require passports and vaccination certificates are 
not required. The fifth Bahamas Medical Confer- 
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ence is being planned for after Easter in April, 1958. 
For information write Dr. B. L. Frank, 1290 Pine 
Ave. West, Montreal, Canada. 


Proctology Award Contest.—The International Acad- 
emy of Proctology announces its annual cash prize 
and certificate of merit award contest for 1957-1958. 
The best unpublished contribution on proctology 
or allied subjects will be awarded $100 and a cer- 
tificate of merit. The winning contribution will be 
selected by a board of impartial judges, and all 
decisions are final. The award of the first prize will 
be made at the annual convention of the academy, 
April 11, 1958, at the Hotel Del Prado, Mexico City, 
Mexico. The International Academy of Proctology 
reserves the exclusive right to publish all contribu- 
tions in its official publication, The American Jour- 
nal of Proctology. Entries are limited to 5,000 words, 
must be typewritten in English, and must be sub- 
mitted in five copies not later than Feb, 1, 1958. 
Entries should be addressed to Dr. Alfred ]. Cantor, 
International Secretary, International Academy of 
Proctology, 147-41 Sanford Ave., Flushing, N. Y. 


Fellowships for Pediatric Residency.—A residency 
fellowship program, designed to encourage young 
physicians to specialize in pediatrics, has been estab- 
lished by Wyeth Laboratories which firm will initial- 
ly award 20 fellowships annually to interns or those 
who have recently completed their internship, Each 
grant will cover the required two-year pediatric 
training program and will carry an annual stipend 
of $2,400. The cost of the first three years of the 
program will be $195,000. The names of the first 
recipients will be announced in the spring of 1958, 
and the fellowships will be effective the following 
July 1. Participation is limited to citizens of the 
United States and Canada. The fellowship recipients 
will be selected by a committee composed of emi- 
nent pediatricians, representing both the clinical and 
educational aspects of that specialty. Those receiv- 
ing grants may attend the hospitals of their own 
choosing, as long as the residency training program 
is properly accredited. 


Annual Cytology Council Meeting.—The fifth an- 
nual meeting of the Inter-Society Cytology Council 
will be held Nov. 14-16 at the Bon-Air Hotel, Augus- 
ta, Ga. The program will comprise six consecutive 
sessions at which over 40 papers will be presented. 
The first session will cover the topic, “Borderline 
Cases of Uterine Cancer,” and will include a cytol- 
ogy panel, a gynecology panel, a pathology panel, 
and an integrated panel discussion, “Carcinoma-in- 
Situ of the Cervix,” at noon, Nov. 14. Dr. George N. 
Papanicolaou, president of the council, will present 
“Observations on the Behavior of Endometrial Cells 
in Tissue Culture” with Dr. Frances V. Maddi, New 
York City. Dr. Violette Nouvo, Paris, France, will 
present two papers: “Pregnancy and Cancer of the 
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Cervix” and “Cytolysis.” Technical advances in cy- 
tology will be discussed at the sixth session. Regis- 
tration fee for professional personnel is $5. At- 
tendance is not limited to members. Entertainment 
includes the annual dinner Noy, 14. For information 
write Dr. Paul F. Fletcher, Secyetary-Treasurer, 
Inter-Society Cytology Council, 634 N. Grand Blvd., 
St. Louis 3, Mo. 


Society News.—The American Congress of Physical 
Medicine and Rehabilitation has announced the 
election of the following officers for 1957-1958: Dr. 
Donald L. Rose, Kansas City, Kan., president; Dr. 
Arthur C. Jones, Portland, Ore., president-elect; 
Dr. Frederic J. Kottke, Minneapolis, first vice-presi- 
dent; Dr. Donald A. Covalt, New York, second vice- 
president; Dr. Donald J. Erickson, Rochester, Minn., 
third vice-president; Dr. Jerome S. Tobis, New York, 
fourth vice-president; Dr, Louis B. Newman, Chi- 
cago, fifth vice-president; Dr. Frances Baker, San 
Mateo, Calif., secretary; Dr. Frank H. Krusen, 
Rochester, Minn., treasurer; Dr. Walter J. Zeiter, 
Cleveland, executive director; and Miss Dorothea C. 
Augustin, Chicago, executive secretary.——At the 
I4th annual meeting of the American Medical 
Writers’ Association the following officers were 
elected for 1957-1958: president-elect, Dr. Morris 
Fishbein, Chicago; first vice-president, Dr. Austin 
Smith, Chicago; second vice-president, Dr. Karl A. 
Menninger, Topeka, Kan.; editor, Dr. Raymond C. 
Pogge, Cincinnati (reelected); accounting officer, 
Dr. Alphonse McMahon, St. Louis, (reelected ). 


Cerebral Palsy Meeting.—The 11th annual meeting 
of the American Academy for Cerebral Palsy will be 
held Nov. 24-27 at the Hotel Roosevelt, New 
Orleans. The presidential address will be given by 
Dr. Nicholson |. Eastman, Baltimore. A symposium, 
“The Role of Erythroblastosis and Kernicterus in 
Cerebral Palsy,” will be moderated by Dr. Chester 
A. Swinvard, Salt Loke Citv. The program includes 
the following topics by invited speakers: 

Muscular Dystrophy: Biopsy and Tissue Culture Studies, 
Drs. Ruth S. Geiger, and J. S$. Garvin. 

Reflex Therapies in the Treatment of Cerebral Palsy, Dr. 
William S. Hatt, Sarasota, Fla. 

The Use of Respiration Equipment in the Control of Breath- 
ing Dysrhythmia in Athetosis (Experimental Study), Dr. 
Robert Harrington, Los Angeles. 

A film, “Proprioceptive Neuromuscular Function” 
will be presented by Dr. Sedgwick Mead, Vallejo, 
Calif. Exhibits and a ladies’ program are arranged. 
Entertainment includes the annual banquet, Nov. 
25. Registration fee is $10 for members, $15 for non- 
members. For information write Dr. Raymond R. 
Rembolt, Secretary-Treasurer, University Hospital- 
School, iowa City, lowa. 


Meeting of Teachers of Preventive Medicine.—The 
14th annual meeting of the Association of Teachers 
of Preventive Medicine will be held Nov. 10 at the 
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Hotel Cleveland, Cleveland. The following round- 
table discussions are planned: epidemiology of can- 
cer, illness surveys in population groups, epidemiol- 
ogy of coronary disease and hypertension, epide- 
miology of poliomyelitis, and epidemiology of ade- 
novirus infections. The program includes the follow- 
ing topics and speakers: 

Epidemiology of Cancer, Dr. Brian MacMahon. 

Multiple Screening versus Complete Examinations, Dr. Ray 
E. Trussell, Jack Elison, Ph.D., and Patricia Collette. 

Familial and Epidemiologic Aspects of Coronary Disease 
and Hypertension, Dr. Caroline Thomas. 

Influence of Natural and Artificially Induced Immunity on 
Alimentary Infections with Polioviruses, Dr. John P. Fox, Dr. 


Henry M. Gelfand, Dorothy R. LeBlanc, R.N., and Dighton 
F. Rowan. 


Use of a Population of Families in Defining the Epidemi- 
ology of Adenovirus Infections, Drs. William §S. Jordan, 
George F. Badger, Constance Curtis, and John H. Dingle. 

A report of the Amsterdam meeting of the Inter- 
national Corresponding Club, devoted to “Inter- 
national Study Group on Current Epidemiological 
Research,” will be given by Dr. Harold N. Willard. 
Dr. Leroy E. Burney, Surgeon General, Public 
Health Service, will present an address, “The Public 
Health Service and Departments of Preventive 
Medicine,” at the dinner and evening session. For 
information write Dr. C. Howe Eller, School of 
Medicine, Department of Community Health, 323 
E. Chestnut St., Louisville, 2, Ky. 


Dermatologists Meet in Chicago.—The 16th annual 
meeting of the American Academy of Dermatology 
and Syphilology will be held Dec. 7-12 at the Palmer 
House, Chicago. The John E. Rauschkolb Memorial 
Lectures will be presented Dec. 9 by Dr. Henry E. 
Michelson, “The Unusual in Psoriasis”; Dr. Walter 


' B. Shelley, “The Physiology and Biochemistry of 


Psoriasis”; and Dr. Earl D. Osborne, “The Treat- 
ment of Psoriasis.” The Fred D. Weidman Memorial 
Lecture will be given Dec. 10 on “An Oblique View 
of Medical Public Relations,” by Dr. Russell B. 
Roth. The program includes the following round- 
table discussions: light sensitive dermatoses and 
porphyria, techniques in the application of x-ray 
and radium, eczematous eruptions of the hands, mil- 
itary dermatology, benign diseases of the mucous 
membranes, eczema of infants and children, and 
dermatologic photography. A clinical pathological 
conference will be held Dec. 11 with Dr. Herman 
Beerman, chairman, depirtment of dermatology, 
Graduate School of Medicine, University of Pennsyl- 
vania, Philadelphia, as chairman. Symposiums and 
discussion groups are planned. Scientific and tech- 
nical exhibits have been arranged. Entertainment 
includes the annual banquet Dec. 11. For informa- 
tion write the American Academy of Dermatology 
and Syphilology, Dr. James R. Webster, 55 E. 
Washington St., Chicago 2. 
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EXAMINATIONS 
AND 
LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Cavirornia: Oral Examination. San Francisco, Nov. 16. Oral 
and Clinical for Foreign Graduates. San Francisco, Nov. 
17. Sec., Dr. Louis E. Jones. 1020 N St., Sacramento 14. 

Cotorapo:* Examination. Denver, Dec. 3-4. Exec. Sec., Mrs. 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut:*® Examination. Hartford, Nov. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 
Homeopathic. Derby, Dec. 9. Sec., Dr. Donald A. Davis, 
38 Elizabeth St., Derby. 

Decaware: Examination. Dover, Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 

District oF CoLtumBiA:* Examination. Washington, Nov. 
12-13, Deputy Director, Mr. Paul Foley, 1740 Massachu- 
setts Ave., N.W., Washington, D. C. 

Fioripa:*® Examination. Miami, Nov. 24-26. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Ipano: Examination and Reciprocity. Boise, Jan. 13-15, Ex. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

lowa:*° Examination. Des Moines, Dec. 2-4. Exec. Sec., 
Mr. Donald V. Saf, State Office Building, Des Moines 19. 

KENTUCKY: Examination. Louisville, Dec. 9-11. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Louisiana: Examination and Reciprocity. New Orleans, Dec. 
5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank Bldg., 
New Orleans. 

Maine: Examination. Portland, Nov. 12-14. Reciprocity. 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 142 High 
St., Room 514, Portland. 

MARYLAND: Examination. Baltimore, Dec. 10-13. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore. 

Massacuusetts: Examination. Boston, Jan. 14-17. Sec., Dr. 
Robert C. Cochrane, 37 State House, Boston. 

Mississippi: Reciprocity. Jackson, December. Examination. 
Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Old Capi- 
tol, Jackson 113. 

NeBRASKA:*® Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampsuire: Examination and Reciprocity. Concord, 
Mar. 12-14. Sec., Dr. Mary M. Atchison, 107 State House, 

Concord. 

New Mexico:® Examination and Reciprocity. Santa Fe, 
Nov. 18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

Nortu Dakota: Examination. Grand Forks, Jan. 9-12. Reci- 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Ono: Examination. Columbus, Dec. 17-19. Dr. H. M. 
Platter, 21 W. Broad St., Columbus 5. 

OKLAHOMA:*® Endorsement. Oklahoma City, Dec. 14-15. 
Examination. Oklahoma City, June 3-4. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 


J.A.M.A., Nov. 9, 1957 


OreEGON:® Examination. Portland, Jan. 15-16. Final date for 
filing application is December 16. Exec. Sec., Mr. Howard 
I. Bobbitt, 609 Failing Bldg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia, January. Acting 
Sec., Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

SoutH CAROLINA: Examination. Columbia, Dec. 10. Sec., 
Dr. H. E. Jarvey, Jr., 1329 Blanding St., Columbia. 

Sourn Daxora:® Examination. Sioux Falls, Jan. 21-22. 
Exec. See., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

TENNESSEE:° Examination. Memphis, Dec. 18-19. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:° Examination and Reciprocity. Fort Worth, Dec. 
5-7. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Uran: Examination. Sait Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vermont: Examination and Reciprocity. Burlington, Jan. 29. 

. Sec., Dr. F. J. Lawliss, Richford. 

Vincinia: Reciprocity. Richmond, Dec. 4. Examination. 
Richmond, Dec. 5-7. Address: Office of the Secretary, 
631 First St., S.W., Roanoke. 

WasHINGTON:*® Examination. Seattle, Jan. 13-15. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vincinta: Examination. Charleston, January. Sec., Dr. 
Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 

Wisconsin:® Examination. Madison, January. Sec., Dr. 
Thomas W. Tormey, Jr., 1140 State Office Bldg., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, Feb. 3. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALAsKa:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Hawan: Examination. Honolulu, Jan. 13-14. Sec., Dr. I. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

Vircin IsLanps: Examination. St. Thomas, Nov. 13. Sec., 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Frorwa: Examination. Gainesville, Nov. 9. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

Kansas: Examination. Kansas City, Nov. 25-26. Sec., Dr. 
R. EE. Stowell, Kansas City 12. 

Nevapa: Examination. Reno, Dec. 3. Sec., Dr. Donald G. 
Cooney, Box 9005, University of Nevada, Reno. 

OKLAHOMA: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Oxecon: Examination. Portland, Dec. 7. Sec., Dr. Earl M. 
Pallett, Box 5175, Eugene. 

,uiope Is.ANp: Examination. Providence, Nov. 20. Admin- 
istrator of Professional Regulation, Mr. Thomas B. Casey, - 
366 State Office Bldg., Providence. 

Soutn Dakota: Examination. Vermillion, Dec. 6-7. Sec., 
Dr. Gregg M. Evans, 310 E, 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Dec. 13-14. Sec., Dr. 
O. W. Hyman, 62 S. Dunlap St., Memphis. 

Texas: Examination. Austin, Oct. 18-19. Chief Clerk, Miss 
Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Milwaukee, Dec. 7; Madison, 
March 29. Sec., Mr. William H. Barber, 621 Ransom St., 
Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


DEFENSE DEPARTMENT 


Dr. Dearing Appointed to Defense Department.— 
The director of defense mobilization has announced 
the appointment of Dr. W. Palmer Dearing, who 
for the last nine years has acted as deputy surgeon 
general of the U. S. Public Health Service, to the 
newly created post of assistant director for health 
in the Office of Defense Mobilization. The an- 
nouncement stated that the new position was estab- 
lished to provide for better coordination of all 
health activities of the federal government which 
are necessary to achieve and maintain a state of 
readiness for national defense. 

Dr. Leroy E. Burney, surgeon general, Public 
Health Service, stated that Dr. Dearing’s broad ex- 
perience as a career officer of the Public Health 
Service and as chief medical officer of the wartime 
Office of Civilian Defense eminently qualifies him 
for the new post. “Dr. Dearing, particularly during 
his tenure as Deputy Surgeon General, has played 
a major part in the great advances in Public Health 
in this country over the past decade. This new as- 
signment offers a splendid opportunity to continue 
his distinguished public service,” Dr. Burney said. 


AIR FORCE 


New Air Force Hospital in Morocco.—The 3926th 
U.S. A. F. Hospital at Benguerir Air Base in French 
Morocco is a 100-bed facility which provides rou- 
tine medical care for personnel in the area, includ- 
ing obstetrics, minor surgery, x-ray, and laboratory 
service. An outpatient clinic is also maintained. 


The 3926th Air Force Hospital, Benguerir Air Base, 
French Morocco. 


New Hospital at McConnell Air Force Base.—The 
3520th U.S. A. F. Hospital at McConnell Air Force 
Base, Kansas, which was completed in the 1957 
fiscal year, is a 75-bed hospital on a 150-bed chassis. 
It is a one-story, concrete block and steel structure. 

The hospital consists of three wards—medical, 
surgical, and obstetric. In addition to an obstetric 
delivery suite and a surgical suite, it has all the 
adjunctive clinics to provide adequate medical 
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support, including laboratory, x-ray, pharmacy, 
aviation medicine service, outpatient department, 
dental, and preventive medicine clinics. The facility 
has its own steam plant and, if necessary, can pro- 
duce its own electricity for emergency purposes. 


The 3520th Air Force Hospital, McConnell Air Force 
Base, Kansas. 


Aeromedical Evacuation System.—The continental 
United States aeromedical evacuation system of the 
Military Air Transport Service is now composed of 
an all pressurized fleet. Recent delivery of new 
“Samaritans” permitted the retirement of unpres- 
surized Douglas C-54 Skymasters from the system. 
The new Samaritan carries 27 litter or 36 ambula- 
tory patients. It is designed to reduce noise and 
vibration and is air-conditioned while on the ground 
as well as in the air. Litters, seats, air vents, and 
lights can be adjusted for individual patient com- 
fort. 


A new Convair C-131 Samaritan. 


NAVY 


Personal.—Capt. Bennett F. Avery, M. C., director, 
Publications Division, Bureau of Medicine and Sur- 
gery, attended the General Assembly of the World 
Medical Association, in Istanbul, Turkey, and on 
Oct. 1, presented a paper at the medical editors’ 
meeting on “Role of the Medical Press in Educating 
the Public in Health Problems.” 

Capt. Albert R. Behnke Jr., M. C., presented a 
paper at the International Congress of Military 
Medicine and Pharmacy in Belgrade, Yugoslavia, 
held Sept. 29 to Oct. 5, on “Physiological Effects of 
Immersion Hypothermia with Special Reference to 
Body Composition.” Captain Behnke is the Radi- 
ological Medical Director at the Naval Radiological 
Defense Laboratory, San Francisco. 
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PUBLIC HEALTH SERVICE 


Secretary Folsom Urges Further Poliomyelitis Vac- 
cination.—Marion B. Folsom, Secretary of Health, 
Education, and Welfare, on Oct. 10, summarizing 
the poliomyelitis season now coming to an end, 
reported 1,576 paralytic cases so far this year, com- 
pared with 7,886 cases two vears ago and 5,241 
cases last year, before widespread use of the Salk 
vaccine. 

The Secretary noted, “Although all the reduction 
in paralytic polio may not be due to the vaccine, 
the vaccine certainly has played a major part in 
this dramatic progress. And vet supplies already 
are beginning to pile up. This is the best time for 
medical societies, local health departments, schools, 
industries, and individual citizens and physicians 
to make sure that who needs protection 
gets it.” 

Although the vaccine is designed to prevent 
paralytic poliomyelitis, as distinguished from non- 
paralytic, the total number of poliomyelitis cases 
this vear also shows a sharp reduction. There have 
been 4,851 cases so far, compared with 21,667 two 
years ago, 12.146 one vear ago. and an average of 
24.928 a year over the past five years. Only 63 
cases of paralytic poliomyelitis have been reported 
among the 28 million persons who have received 
three injections of vaccine, and not all of these 
cases have been confirmed yet. 

It now appears possible, for the first time, to have 
enough vaccine available to give protection to sub- 
stantially all the population under 40 vears of age 
before the start of next year’s season of peak inci- 
dence. While attention should be given particularly 
to vaccinating teen-agers, poliomyelitis can and 
does strike severely at adults. Of the 42 million 
persons 20 through 39 years of age, 14 million have 
been vaccinated—3 million with three doses, 5 mil- 
lion with two doses, and 6 million with one dose; 
but 28 million adults have had no vaccine. 


Appoint Assistant for Industrial Cancer Research.— 
Robert D. Coghill, Ph.D., formerly director of re- 
search of Abbott Laboratories, North Chicago, IIl., 
has been appointed special assistant for industrial 
research at the Cancer Chemotherapy National 
Service Center, Bethesda, Md. 

The Public Health Service notes that within the 
past year industry has greatly increased its partici- 
pation in the national cancer chemotherapy pro- 
gram sponsored by the government and nonprofit 
agencies. The National Cancer Institute shares ex- 
penses with industry through contracts. Such con- 
tractual agreements have been made possible by 
recent congressional appropriation earmarked for 
this purpose. Dr. Coghill will assume responsibility 
for all contracts with industry and for recommend- 
ing solutions to problems arising from cooperative 
research involving the National Cancer Institute, 
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industrial firms, and investigators in academic 
institutions. Dr. Coghill has had extensive ex- 
perience as a scientist serving both government and 
industry. 


Appoint Deputy Surgeon General.—Surgeon Gen- 
eral Leroy Burney has announced the appointment 
of Dr. John D. Porterfield as deputy surgeon gen- 
eral, succeeding Dr. W. Palmer Dearing, who has 
been appointed assistant director of health in the 
Office of Defense Mobilization. Since 1939, Dr. 
Porterfield has had a variety of assignments within 
and outside the Public Health Service. He has di- 
rected programs in regional offices in Chicago and 
Puerto Rico. In 1947, he was named director of the 
Ohio State Health Department, and, in 1954. be- 
came director of the Ohio Department of Mental 
Hygiene and Correction. He was recalled to active 
duty at Public Health Service headquarters in 
1956 and was recently appointed assistant surgeon 
general. He is a charter member of the American 
Board of Preventive Medicine, a past regent of the 
American College of Preventive Medicine, and is 
now a member of the public health advisory com- 
mittee of the W. K. Kellogg Foundation. 


MISCELLANEOUS 


Medical Research Fellowships.—The Division of 
Medical Sciences of the National Academy of Sci- 
ences—National Research Council will accept ap- 
plications for postdoctoral research fellowships 
until Dec. 1, 1957, for 1958-1959. Details may be 
obtained from the Division of Medical Sciences, 
Room 309, 2101 Constitution Ave. N. W., Washing- 
ton 25, D.C. 

The following fellowships are administered by 
the Medical Fellowship Board. 1. National Research 
Fellowships in the medical sciences are designed 
to offer research experience in the basic medical 
sciences for those who look forward to careers in 
academic medicine and investigation. 2. Donner 
Fellowships for Medical Research are governed by 
the same objectives and conditions as are the NRC 
Fellowships. Those given fellowships are expected 
to devote essentially their entire time to research 
at the fundamental level. Awards are open to citi- 
zens of the United States and Canada who hold 
an M.D., Ph.D., or Sc.D. degree, or the equivalent. 
Ordinarily fellowships are not granted to persons 
over 35 years of age. 3. Fellowships in radiologic 
research are administered for the James Picker 
Founlation by the Committee on Radiology. Ap- 
plications will be entertained from candidates seek- 
ing to gain research skills leading to investigative 
careers in radiology. Candidates must hold an M.D., 
Ph.D., or Sc.D. degree or the equivalent, and should 
ordinarily not be more than 35 years of age. There 
are no limitations with respect to citizenship of 
applicants. 
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Orton, Henry Boylan * Newark, N. J., born in 
Newark, Feb. 6, 1886; Jefferson Medical College of 
Philadelphia, 1908; specialist certified by the Ameri- 
can Board of Otolaryngology, of which he was a 
director; professor of larvngeal surgery at the New 
York Polyclinic Medical School and Hospital in 
New York City; chairman, Section on Laryngology, 
Otology and Rhinology, American Medical Associa- 
tion, 1948-1949; past-president of the American 
Laryngological Association, which presented him 
with the Casselberry and Newcomb awards; past 
vice-president of the American Academy of Oph- 
thalmology and Otolaryngology which presented 
him with the Honor Key Award; past-president of 
the American Broncho-Esophagological Association, 
New York Laryngological Society, New York Bron- 
choscopic Society, of which he was a charter mem- 
ber, and the New Jersey Society of Ophthalmology 
and Otolaryngology; past vice-president of the 
American Larvngological, Rhinological and Otolog- 
ical Society; in 1953 the Academy of Medicine of 
Northern New Jersey presented him its Edward J. 
Ill award; fellow and ex-governor of the American 
College of Surgeons; member of the New York 
Academy of Medicine, Essex County Anatomical 
and Pathological Society, and the Jefferson Medical 
College Alumni Association; in 1916 served on the 
Mexican Border and served overseas during World 
War I; consulting laryngologist at Irvington (N. J.) 
General Hospital, Monmouth Memorial Hospital in 
Long Branch, Irvington (N. J.) General Hospital, 
Monmouth Memorial Hospital in Long Branch, 
Hackensack (N. J.) Hospital, Morristown (N. J.) 
Memorial Hospital, Elizabeth (N. J.) General Hos- 
pital, Mountainside Hospital, in Montclair, Orange 
(N. J.) Memorial Hospital, Fitkin Memorial Hospital 
in Neptune, St. Michael's, St. Barnabas, Clara 
Maass, and Babies hospitals, and the Eye and Ear 


Infirmary; served on the staff of the Martland Medi- 


cal Center; senior surgeon in the department of 
head and neck surgery at Presbyterian Hospital, 
where he died Sept. 1, aged 71, of infectious hepa- 
titis. 


Bunnell, Sterling * San Francisco; born in San 
Francisco June 17, 1882; Medical Department of 
the University of California, San Francisco, 1908; 
specialist certified by the American Board of Sur- 
gery and the American Board of Plastic Surgery; 
past-president of the American Society for Surgery 
of the Hand; member of the American Surgical 
Association, American Association of Plastic Sur- 
geons, American Association for the Surgery of 


@ Indicates Member of the American Medical Association. 


Trauma, and the American Society of Plastic and 
Reconstructive Surgerv; veteran of World War 1; 
served as a consultant in hand surgery to the sur- 
geon general, U. S. Army and to the U. S. Navy; 
and won the Army's highest civilian award, the 
Medal of Merit, for work that enabled thousands 
of soldiers to regain the use of their maimed hands; 
during World War II and the Korean War served 
at numerous Army hospitals as instructor and sur- 
geon in reconstruction of the hand; awarded the 
Legion of Honor Medal by France in 1951; asso- 
ciated with Stanford University and St. Francis 
Memorial hospitals; died Aug. 20, aged 75, of 
heart disease. 


Kleinberg, Samuel * New York City; born in 1885; 
Columbia University College of Physicians and 
Surgeons, New York City, 1908; specialist certified 
by the American Board of Orthopaedic Surgery: 
member of the American Orthopaedic Association 
and the American Academy of Orthopaedic Sur- 
geons; fellow of the American College of Surgeons; 
served as chief of the orthopedic service of Israel 
Zion Hospital in Brooklyn, on the staffs of the 
Lebanon Hospital and the Hospital for Joint Dis- 
eases, where he was past-president of the medical 
board, Hospital for Ruptured and Crippled (now 
the Hospital for Special Surgery) the Rockaway 
Beach (N. Y.) Hospital, and Israel Orphan Asylum; 
founder and editor in chiet of the Bulletin of the 
Hospital for Joint Diseases; died in the Doctors 
Hospital Sept. 6, aged 71. 


Lemoine, Albert Napoleon Sr. * Kansas City, Mo.; 
born in Concordia, Kan., Oct. 18, 1884; University 
of Kansas School of Medicine, Kansas City, Kan., 
1915; specialist certified by the American Board of 
Ophthalmology; veteran of World War I; member 
of the American Academy of Ophthalmology and 
Otolaryngology, American Ophthalmological So- 
ciety, and the Association tor Research in Oph- 
thalmology; fellow of the American College of 
Surgeons; past-president of the Kansas City Society 
of Ophthalmology and Otolaryngology and_ the 
Jackson County Medical Society; served on the 
staffs of the Menorah Medical Center, Research, 
St. Joseph, Children’s Mercy, and Kansas City Gen- 
eral hospitals; died in the University of Kansas 
Medical Center, Kansas City, Kan., Aug. 30, aged 
72, of acute myocardial infarction. 


Eblen, James Gilbert * Knoxville, Tenn.; born in 
Lenoir City Oct. 25, 1906; University of Tennessee 
College of Medicine, Memphis, 1930; specialist 
certified by the American Board of Pediatrics; vet- 
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eran of World War Il; member of the American 
Academy of Pediatrics; president of the Knoxville 
Academy of Medicine; past-president of the Ten- 
nessee Pediatrics Society; a director of the Knoxville 
Mental Health Center, which he helped to found 
and for which he served as president; served on the 
staffs of St. Marys Memorial Hospital, Fort San- 
ders Presbyterian Hospital, and the Knoxville Gen- 
eral Hospital; died in the C. J. Harris Community 
Hospital, Sylva, N. C., Aug. 24, aged 50. 


Humbert, Walter Cowden ® Greenviile, N. C.; born 
in Grove City, Pa., April 11, 1907; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1936; 
specialist certified by the American Board of Pre- 
ventive Medicine; fellow of the American Public 
Health Association; veteran of World War II; for- 
merly associated with the American Red Cross as 
director of Red Cross blood banks in the middle 
western area with headquarters in St. Louis; served 
as director of the Unicoi County health unit and as 
director of Giles and Lincoln counties, all in Ten- 
nessee; director of public health for Pitt County; 
died in the Pitt County Memorial Hospital Aug. 22, 
aged 50. 


Harper, William Glen ® Elkins, W. Va.; born in 
Elkins Oct. 4, 1887; College of Physicians and Sur- 
geons, Baltimore, 1910; member of the American 
Academy of General Practice; veteran of World 
War I; served a term as president of the board of 
education; past-president and for several years 
treasurer of the Barbour—Randolph—Tucker Coun- 
ties Medical Society; served as a member of the 
council of the West Virginia State Medical Associa- 
tion; recently named “General Practitioner of the 
Year’; on the staff of the Davis Memorial Hospital; 
died Aug. 27, aged 69, of ruptured aneurysm of the 
abdominal aorta. 


Hoke, Clarence Calvin, Tulsa, Okla., born in Em- 
mitsburg, Md., Sept. 25, 1885; University of Mary- 
land School of Medicine and College of Physicians 
and Surgeons, Baltimore, 1914; an associate mem- 
ber of the American Medical Association; fellow 
of the American College of Surgeons; veteran of 
World War I; for two years a fellow in surgery at 
the Mayo Clinic in Rochester, Minn.; associated 
with Hillcrest Medical Center and St. John’s Hos- 
pital, where in 1927 he was president of the staff; 
died in the Veterans Administration Center in 
Wadsworth, Kan., Aug. 11, aged 71, of hypertension 
and heart failure. 


Ostrom, Louis * Rock Island, Ill.; born in 1874; 
Missouri Medical College, St. Louis, 1899; past- 
president of the Rock Island County Medical So- 
ciety; veteran of World War I; specialist certified 
by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and 
Otolaryngology and the American Laryngological, 
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Rhinological and Otological Society; fellow of the 
American College of Surgeons; associated with the 
Rock Island County Tuberculosis Sanatorium; on 
the staffs of Moline Public and Lutheran hospitals, 
in Moline, and St. Anthony's Hospital, where he 
died Aug. 20, aged 83. 


Coyle, Joseph Aquinas, Dublin, Ga.; University of 
Pittsburgh School of Medicine, 1921; service mem- 
ber of the American Medical Association; specialist 
certified by the American Board of Orthopaedic 
Surgery; member of the American Academy of 
Orthopaedic Surgeons; fellow of the American Col- 
lege of Surgeons; veteran of World War I; for 
many years chief, orthopedic section, Veterans Ad- 
ministration Hospital, where he died Aug. 15, aged 
61, of encephalomalacia. 


Geibel, Frank Baum Clayton ® Columbia, S. C.; 
Jefferson Medical College of Philadelphia, 1933; 
specialist certified by the American Board of Ob- 
stetrics and Gynecology; past-president of the South 
Carolina Obstetrics and Gynecology Society; vet- 
eran of World War II; consultant in obstetrics, 
South Carolina Sanatorium in State Park; associated 
with Providence Hospital and the Columbia Hos- 
pital, where he died Aug. 24, aged 51, of myocardial 
infarction. 


Horst, Walter William * Wilmington, Calif.; Wash- 
ington University School of Medicine, St. Louis, 
1913; since 1928 police surgeon; veteran of World 
War I; for many years practiced in Globe, Ariz., 
where he was city health officer; served overseas 
during World War I; since 1928 police surgeon; 
for many years associated with the Seaside Me- 
morial Hospital in Long Beach, where he was a 
senior honorary staff member, and where he died 
Aug. 15, aged 69, of cerebral thrombosis. 


Baker, John Walter, Lieut. Commander, U. S. Navy, 
retired, Cape Neddick, Maine; Harvard Medical 
School, Boston, 1881; commissioned in the U. S. 
Navy in 1882; veteran of the Spanish-American 
War; retired Nov. 5, 1897: died in the U. S. Naval 
Hospital, Portsmouth, N. H., Aug. 7, aged 96, of 
intestinal obstruction due to incarcerated left in- 
guinal hernia and arteriosclerotic heart disease. 


Barnhill, John Robert ® Riverbank, Calif.; Univer- 
sity of Kansas School of Medicine, Kansas City, 
Kan., 1940; interned at General Hospital of Fresno 
County in Fresno, Calif.; served as city council- 
man; veteran of World War II; on the staff of the 
Oakdale (Calif.) Municipal Hospital; died in the 
Modesto *(Calif.) City Hospital Aug. 27, aged 42, 
of chest injuries received in an automobile accident. 


Brannan, Dorsey ® Morgantown, W. Va.; Johns 
Hopkins University School of Medicine, Baltimore, 
1921; specialist certified by the American Board of 
Surgery; member of the Southeastern Surgical Con- 
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gress; fellow of the American College of Surgeons; 
vice-president of the Monongalia County Medical 
Society; veteran of World War II; associated with 
Monongalia General and Vincent Pallotti hospitals; 
died Aug. 31, aged 63, of coronary thrombosis. 


Burnett, Peter W., Rocky Mount, N. C.; Leonard 
Medical School, Raleigh, 1906; died in the Park 
View Hospital July 1, aged 81, of leiomyosarcoma. 


Buterbaugh, Howard Barbor * Indiana, Pa.; West- 
ern Reserve University Medical Department, Cleve- 
land, 1895; fellow of the American College of Sur- 
geons; veteran of World War I; a director and vice- 
president of the First National Bank; a member of 
the Pennsylvania State Chamber of Commerce; on 
the staff of the Indiana Hospital, where he died 
Aug. 6, aged 86, of aneurysm of the abdominal 
aorta. 


Carter, Arthur Thompson, Cassadaga, N. Y.; Uni- 
versity of Wooster Medical Department, Cleveland, 
1908; member of the Medical Society of the State 
of New York; on the staff of the Brooks Memorial 
Hospital in Dunkirk; died Aug. 10, aged 74. 


Conrad, Clyde Kenneth, New York City; University 
of Illinois College of Medicine, Chicago, 1925; 
veteran of World Wars I and II; died in Governors 
Island, N. Y., Aug. 21, aged 60. 


Cousins, James S., Jonesboro, Ga.; Atlanta Medical 
College, 1894; died June 13, aged 86, of coronary 
occlusion and _ arteriosclerosis. 


Curry, Lewis Allison, Topeka, Kan.; Rush Medical 
College, Chicago, 1922; member of the American 
Academy of General Practice, Kansas Medical So- 
ciety, and the Central Association of Obstetricians 
and Gynecologists; veteran of World War I; died in 
St. Francis Hospital Aug. 11, aged 63, of essential 
hypertension. 


Dalpe, William Guy * Los Angeles; McGill Univer- 
sity Faculty of Medicine, Montreal, Que., Canada, 
1914; veteran of World War I; served on the staff 
of the Los Angeles County Hospital; died in the 
Good Samaritan Hospital Aug. 8, aged 67, of cere- 
bral thrombosis. 


Deaver, Clyde Wilson * Birmingham, Ala.; Vander- 
bilt University School of Medicine, Nashville, 
Tenn., 1917; member of the American Academy of 
General Practice and the Southern Medical Asso- 
ciation; president-elect of the Jefferson County 
Chapter of the Alabama Academy of General Prac- 
tice; served overseas during World War 1; died 
Aug. 12, aged 65, of acute myocardial infarction. 
Drake, A. H. Boyer * Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 
1923; veteran of World War II; on the staffs of St. 
Christopher's and Frankford hospitals; died in the 
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Jeanes Hospital Aug. 7, aged 57, of gastric hemor- 
rhage, acute peptic ulcer, and carcinoma of the 
colon. 


Ellenberg, Samuel Lawrence *® New York City; 
Columbia University College of Physicians and 
Surgeons, New York City, 1929; specialist certified 
by the American Board of Pediatrics; fellow of the 
American College of Physicians; affiliated with 
Lincoln, Manhattan General, and St. Clare’s hos- 
pitals, and the French Hospital, where he died Aug. 
23, aged 53, of cerebral hemorrhage. 


Foster, Wayne John * Cedar Rapids, Iowa; State 
University of lowa College of Medicine, lowa City, 
1947; served in the medical corps of the U.S. Naval 
Reserve; on the staffs of St. Luke’s and Mercy hos- 
pitals; died Aug. 3, aged 34. 


Gentles, Henry Wernicke * Chicago; University of 
Glasgow Medical Faculty, Scotland, 1889; on the 
staffs of St. Luke's Hospital and Illinois Central 
Hospital, where he died Aug. 23, aged 90, as the 
result of a fall. 


Gibson, Edwin Fred, Norwich, N. Y.; Cornell Uni- 
versity Medical College, New York City, 1910; an 
associate member of the American Medical Asso- 
ciation; veteran of World War I; served as county 
physician of Chenango County, health officer of the 
city of Norwich and school physician of Norwich; 
on the staff of Chenango Memorial Hospital; died 
in the Veterans Administration Hospital, Syracuse, 
Aug. 20, aged 71, of cerebral thrombosis. 


Giles, Raymond Larkin * Littleton, N. H.; Dart- 
mouth Medical School, Hanover, 1908; died Aug. 3, 
aged 75. 


Grant, Leon Joseph, Brooklyn; Long Island College 
Hospital, Brooklyn, 1915; veteran of World War 1; 
died Aug. 4, aged 66, of cerebral hemorrhage, myo- 
carditis, and arteriosclerosis. 


Gray, Gordon Robert, Johnstown, N. Y.; Queen's 
University Faculty of Medicine, Kingston, Ontario, 
Canada, 1933; served as assistant epidemiologist 
with headquarters at Amsterdam; formerly district 
health officer of the state department of health with 
offices in Batavia; state health officer of the Johns- 
town District; died in the Roswell Park Memorial 
Institute, Buffalo, Aug. 29, aged 49. 


Green, Dwight Munro, Vista, Calif.; Rush Medical 
College, Chicago, 1904; formerly on the faculty of 
College of Medical Evangelists, Loma Linda and 
Los Angeles; veteran of World Wars I and II; died 
Aug. 8, aged 78, of coronary occlusion. 


Grodin, Herman Wolmer, New Haven, Conn.; Yale 
University School of Medicine, New Haven, 1917; 
member of the Connecticut State Medical Society; 
compensation physician for the state; served on the 
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staff of the Hospital of St. Raphael; died Aug. 11, 
aged 65, of arteriosclerotic and hypertensive heart 
disease. 


Guilbert, Gerald Didra ® St. Paul; University of 
Minnesota Medical School, Minneapolis, 1927; 
member of the American Trudeau Society; served 
on the staffs of various Veterans Administration 
hospitals; on the staff of the Veterans Administra- 
tion Hospital in Fort Snelling; died in Fairview 
Hospital, Minneapolis, Aug. 23, aged 61. 


Haberman, Charles P. ® Weissport, Pa.; Medico- 
Chirurgical College of Philadelphia, 1911; died 
Aug. 13, aged 79, of coronary occlusion. 


Hale, Benjamin Franklin, Spur, Texas; Barnes Med- 
ical College, St. Louis, 1909; on the staff of the 
Spur Memorial Hospital; died Aug. 12, aged 76, 
of carcinoma of the bladder. 


Hancock, Forrest Dunlap, Sulphur, Ky.; Hospital 
College of Medicine, Louisville, 1898; died in St. 
Anthony's Hospital, Louisville, July 22, aged 82, of 
cerebral hemorrhage. 


Heald, Charles Wesley * Battle Creek, Mich.; 
American Medical Missionary College, Battle 
Creek, Mich., and Chicago, 1906; for many years 
associated with the Battle Creek Sanitarium; died 
Aug. 6, aged 81, of coronary artery disease. 


Higgins, Spencer Littlefield, Captain, U. S. N., re- 
tired, San Diego, Calif.; Columbia University Col- 
lege of Physicians and Surgeons, New York City, 
1903; service member of the American Medical 
Association; from 1935 to 1937 commanding officer 
of the U. S. Naval Hospital in Guam; entered the 
U. S. Navy in 1906 and retired Dec. 1, 1940; died 
in the U. S. Naval Hospital Aug. 7, aged 80, of 
cancer. 


Hill, Joshua Moses, Chicago; New York Homeo- 
pathic Medical College and Flower Hospital, New 
York City, 1921; died in the North Shore Health 
Resort in Winnetka, IIl., June 24, aged 76, of cere- 
bral thrombosis, arteriosclerosis, and diabetes mel- 
litus. 


Holland, Lewis Benedict, Wichita Falls, Texas; 
Baylor University College of Medicine, Dallas, 
1923; veteran of World War I; past-president of the 
Wichita County Medical Society and past vice- 
president of the Texas Medical Association; died 
Aug. 24, aged 62, of acute coronary occlusion and 
arteriosclerosis. 


Hopkins, Porter W. * Enid, Okla.; Hospital College 
of Medicine, Louisville, Ky., 1907; past-president 
of the Garfield-Kingfisher County Medical Society; 
veteran of World War I; died Aug. 14, aged 77, 
of cancer. 
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Houghton, Guy Swinburne, Canajoharie, N. Y.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1913; member of the Medical 
Society of the State of New York; on the staffs of 
the St. Mary’s Hospital and Amsterdam City Hos- 
pital in Amsterdam, where he died Aug. 18, aged 
71, of acute myocardial infarction. 


Hughes, Orlando Greeley, Chattanooga, Tenn.; 
Medical Department of Grant University, Chatta- 
nooga, 1899; died Aug. 21, aged 85. 


Jaques, Jennie Eugenia ® Jersey City, N. J.; Wom- 
an’s Medical College of Baltimore, 1897; for many 
vears member of the board of education; died in 
the Christ Hospital Aug. 10, aged 85, of cerebral 
hemorrhage and right hemiplegia. 


Jenson, James Lloyd * Colby, Kan.; Jefferson Medi- 
cal College of Philadelphia, 1912; member of the 
American Society of Anesthesiologists; veteran of 
World War I; served as county health officer; on 
the staff of St. Thomas Hospital; died in St. Joseph's 
Hospital, Denver, Aug. 13, aged 71, of coronary 
occlusion. 


Kay, Edward Walter, Detroit; Chicago College of 
Medicine and Surgery, 1916; died in the Grace Hos- 
pital Aug. 10, aged 67, of chronic nephritis. 


Kistler, Edwin Cloyd, Blain, Pa.; University of Ver- 
mont College of Medicine, Burlington, 1904; on the 
staff of the Carlisle (Pa.) Hospital; died Aug. 19, 
aged 80, of coronary thrombosis. 


Knisely, Alan De Grief ® Lima, Ohio; Kentucky 
University Medical Department, Louisville, 1906; 
specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology and the Ameri- 
can Laryngological, Rhinological and Otological 
Society; on the staff of St. Rita’s Hospital; died 
in Toledo Aug. 31, aged 76, of arteriosclerosis. 


Kronick, Macey, Rutland, Mass.; University and 
Bellevue Hospital Medical College, New York City, 
1934; member of the Massachusetts Medical So- 
ciety; formerly on the staffs of the Greenfield (Mass.) 
Hospital and the Westfield (Mass.) State Sanato- 
rium; on the staff of the Rutland (Mass.) State 
Sanatorium, where he died Aug. 24, aged 47, of 
pulmonary tuberculosis. 


Lazansky, Joseph Peter * Birmingham, Ala; 
Deutsche Universitat Medizinische Fakultiat, 
Prague, Czechoslovakia, 1923; also a dentist; for- 
merly on the staff of Tufts College Medical School, 
Boston; died July 27, aged 58, of acute myocardial 
infarction. 


Leavell, George Walne * Bristol, Va.; University of 
Louisville (Ky.) Medical Department, 1911; for 
many years a medical missionary in China; affili- 
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ated with Bristol Memorial Hospital, where he died 
Aug. 12, aged 75, of arteriosclerotic heart disease. 
Lipson, Jerome * Washingtonville, N. Y.; Regia 
Universita di Pisa Facolta di Medicina e Chirurgia. 
Italy, 1937; veteran of World War Il; died Aug. 
11, aged 50, of coronary thrombosis and arterio- 
sclerosis. 


Lisbon, Wallace, Providence, R. I.; Cornell Univer- 
sity Medical College, New York City, 1927; certi- 
fied by the National Board of Medical Examiners; 
formerly practiced in New York City; served on the 
staff Rogers Williams General Hospital and con- 
sultant in urology at Charles V. Chapin Hospital; 
died Aug. 18, aged 55, of hepatitis. 


Long, Charles Eugene, Socorro, N. M.; University 
of Colorado School of Medicine, Denver, 1943; 
member of the New Mexico Medical Society and 
the American Academy of General Practice; veteran 
of World War II; died Aug. 21, aged 53, of coronary 
artery disease. 


McCullough, George Edwards * Troy, Ohio; Medi- 
cal College of Ohio, Cincinnati, 1899; fellow of the 
American College of Surgeons; past-president of 
the Miami County Medical Society; for many years 
member and at one time president of the school 
board; served on the staff of the Stouder Memorial 
Hospital, where he died Aug. 13, aged 84. 


McKnight, Chester Howard * Brinkley, Ark.; Van- 
derbilt University School of Medicine, Nashville. 
Tenn., 1907; past-president of the Arkansas State 
Board of Health; in 1948 named “Man of the Year 
at Brinkley”; on the staff of the Mercy Hospital, 
where he died Aug. 12, aged 72, of uremia. 


McNair, Charles Francis * Hutchinson, Kan.; Kan- 
sas Medical College, Medical Department of Wash- 
burn College, Topeka, 1905; veteran of World War 
I; on the staff of St. Elizabeth's Hospital and the 
Grace Hospital, where he died Aug. 9, aged 79, of 
hypertrophy of the prostate. 


Meyer, Louis A. T., Jefferson City, Mo.; St. Louis 
University School of Medicine, 1905; served as 
county coroner; died in St. Mary's Hospital Aug. 
14, aged 78. 


Mitchell, Carl Randolph, Colonel, U. S. Army, re- 
tired. Pacific Palisades, Calif.; Rush Medical Col- 
lege, Chicago, 1915; certified by the National Board 
of Medical Examiners; service member of the 
American Medical Association; veteran of World 
Wars I and II; retired July 31, 1947; died in St. 
John’s Hospital, Santa Monica Aug. 9, aged 65, of 
dissecting aortic aneurysm. 


Morgan, Hiram Burnard * Ware Shoals, S. C.; 
Medical College of South Carolina, Charleston, 
1934: member of the American College of Chest 
Physicians and the American Trudeau Society; 
served as president of the South Carolina Trudeau 


DEATHS 


1295 


Society; past-president of the medical staff, Self 
Memorial Hospital, Greenwood; died Aug. 15, aged 
51. 


Morse, Charles H. ® Eagle Grove, Iowa; State Uni- 
versity of lowa College of Medicine, Iowa City, 
1881; died in Fort Dodge Aug. 15, aged 101. of 
uremia and tumor of the bladder. 


Nagle, Frank Orthmer, Philadelphia; Hahnemann 
Medical College and Hospital of Philadelphia, 1907; 
professor emeritus of ophthalmology at his alma 
mater; served on the staffs of St. Luke’s and Chil- 
dren's Medical Center in Philadelphia, J. Lewis 
Crozer Hospital in Chester, Pa., and the William 
McKinley Memorial Hospital in Trenton, N. J.; 
died Sept. 9, aged 73. 


Nelson, Henry John * Pasadena, Texas; University 
of Oklahoma School of Medicine, Oklahoma City, 
1930; died in the Methodist Hospital, Houston, July 
19, aged 59, of carcinoma of the pancreas. 


Niebergall, Mary Raymond Gould ® St. Francisville. 
La.; Tulane University School of Medicine, New 
Orleans, 1923; died in the Field Memorial Commu- 
nity Hospital, Centreville, Miss., June 11, aged 62. 
of bronchogenic carcinoma. 


Noble, Lyman Adams, East Cleveland, Ohio; Cleve- 
land Homeopathic Medical College, 1903; died in 
West Springfield June 9, aged 79. 


Olson, Olof Adolphus, Weimar, Calif.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1907; former- 
ly a medical missionary in Africa; a member of the 
medical staff of the Weimar Joint Sanatorium; died 
in the Mercy Hospital Aug. 20, aged 75, of arterio- 
sclerotic heart disease. 


Orff, John Henry, Shillington, Pa.; Baltimore Med- 
ical College, 1904; an associate member of the 
American Medical Association; died in Copenhagen, 
Denmark Aug. 28, aged 74, of coronary occlusion. 


Pachanian, Sumpat Kevork * Worcester, Mass.; 
Yale University School of Medicine, New Haven, 
1908; died in the Worcester City Hospital Aug. 30. 
aged 79, of adenocarcinoma of the stomach with 
metastases to left lung and myocardium. 


Panter, Samuel Goodall, Hebron, Neb.; Northwest- 
ern University Medical School, Chicago, 1909; died 
July 25, aged 73, of lymphatic leukemia. 


Patterson, Malcolm Richard * Cleveland, Ohio; 
Meharry Medical College, Nashville, Tenn., 1951; 
veteran of World War II; died in the Cleveland 
Clinic Hospital Aug. 19, aged 44, of scleroderma 
and bronchogenic carcinoma. 


Pawley, Sigmund Bernard * Wilmington, Del.; Jet- 
ferson Medical College of Philadelphia, 1917; mem- 
ber of the American Academy of General Practice; 
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veteran of World War I; died in the Veterans Ad- 
ministration Hospital, Elsmere, Aug. 17, aged 64, 
of carcinoma of the pancreas. 


Peel, George Talbot ® Pensacola, Fla.; University 
of Tennessee College of Medicine, Memphis, Tenn., 
1925; died in the Sacred Heart Hospital July 16, 
aged 60, of arteriosclerosis and aortic stenosis. 


Peisker, Jacob Herman ® Hardin, IIl.; Barnes Medi- 
cal College, St. Louis, 1910; served as county coro- 
ner and as a member of the board of education; 
died in Jerseyville Aug. 23, aged 69, of coronary 
disease. 


Price, John Evan, Fort Thomas, Ky.; University of 
Cincinnati College of Medicine, 1931; service mem- 
ber of the American Medical Association; veteran 
of World War II; associated with the Veterans Ad- 
ministration Hospital; died in the Jewish Hospital 
in Cincinnati Aug. 3, aged 56. 


Quinn, Abram Turner ® St. Louis; University of 
Missouri School of Medicine, Columbia, 1894; 
Missouri Medical College, St. Louis, 1895; died in 
the Bethesda Hospital Aug. 31, aged 86, of arterio- 
sclerosis and nephrolithiasis. 


Ranney, Thomas Pollock, Aberdeen, S$. D.; North- 
western University Medical School, Chicago, 1905; 
an associate member of the American Medical As- 
sociation; served two terms on the board of educa- 
tion; veteran of World War I; on the staff of St. 
Luke’s Hospital, where he died Aug. 19, aged 75, 
of pulmonary embolus and uremia. 


Reynolds, Albert C. ® Des Moines, Iowa; Drake 
University College of Medicine, Des Moines, 1910; 
died Aug. 23, aged 84, of arteriosclerosis. 


Reynolds, Roy Rex * Massillon, Ohio; University 
of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1919; veteran 
of World War I; on the staff of the Massillon City 
Hospital, where he died Aug. 11, aged 64, of arterio- 
sclerotic heart disease with congestive failure. 


Richards, Charles Maynard ® San Jose, Calif.; Har- 
vard Medical School, Boston, 1907; specialist certi- 
fied by the American Board of Radiology; member 
of the American Roentgen Ray Society, of which he 
was past vice-president and from 1943 to 1946 mem- 
ber of executive council, Radiological Society of 
North America, and the American College of Radi- 
ology; on the staff of San Jose Hospital; died June 
27, aged 75, of aplastic anemia. 


Shannon, Hervey Linwood, Cockrum, Miss.; Louis- 
ville (Ky.) Medical College, 1903; died in Memphis, 
Tenn., Aug. 10, aged 77, of pulmonary emboli, pul- 
monary fibrosis, and emphysema. 

Simmons, Walter Elliott ® Metter, Ga.; University 
of Georgia Medical Department, Augusta, 1909; 
served as mayor of Metter; died Aug. 30, aged 70. 
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Smith, Chiron Waterville ® Marlboro, Mass.; Belle- 
vue Hospital Medical College, New York City, 
1895; on the staff of the Marlboro Hospital; mem- 
ber of the board of directors of the First National 
Bank; died Aug. 27, aged 86, of a heart attack. 


Smith, Paul White ® Lorain, Ohio; Emory Univer- 
sity School of Medicine, Atlanta, 1935; member of 
the American Academy of General Practice; veteran 
of World War II; member and past-president of the 
St. Joseph Hospital staff; died Aug. 29, aged 49, of 
hypertension and heart block. 


Stephenson, Benjamin A. Swift, Arlington, Va.; 
Boston University School of Medicine, 1892; died in 
the Arlington Hospital Aug. 6, aged 88. 


Stuart, William Charles ® Hoboken, N. J.; McGill 
University Faculty of Medicine, Montreal, Canada, 
1920; veteran of World War I; chief medical exam- 
iner for the state division of Workmen’s Compen- 
sation; on the staff of Christ Hospital, Jersey City, 
where he died Aug. 24, aged 63, of cerebral hemor- 
rhage. 


Urberg, Sofus Emanuel ® Duluth, Minn.; University 
of Minnesota Medical School, Minneapolis, 1922; 
veteran of World Wars I and II; served on the staffs 
of St. Luke’s and St. Mary’s hospitals; formerly 
director of the department of health of the Duluth 
public school system; died Aug. 23, aged 59. 


Wade, John Hubert * Boonsboro, Md.; Baltimore 
Medical College, 1895; for many years president of 
the board of the Boonsboro Bank; served as state 
senator and as a member of the state parole board; 
on the staff of the Washington County Hospital, 
Hagerstown, where he died Sept. 21, aged 84, of 
pneumonia. 


Walker, Byron Porter, West Monterey, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1908; an 
associate member of the American Medical Asso- 
ciation; died Aug. 25, aged 72, of chronic myo- 
carditis. 


Walker, Duncan DeVane ® Macon, Ga.; Jefferson 
Medical College, Philadelphia, 1912; veteran of 
World War I; associated with Middle Georgia Hos- 
pital and the Macon Hospital; died Aug. 23, aged 
72, of pleural effusion and metastatic carcinoma of 
the prostate. 


Weaver. David Elbert, Cleves, Ohio; Medical Col- 
lege of Ohio, Cincinnati, 1904; on the staffs of the 
Good Samaritan Hospital and St. Francis Hospital, 
where he died Aug. 24, aged 77, of arteriosclerotic 
heart disease. 


Whelan, Arthur Gerald * Jackson Heights, N. Y.; 
Boston University School of Medicine, 1921; on the 
staff of St. John’s Long Island City Hospital, Long 
Island City; died Aug. 23, aged 64, of cerebral 
hemorrhage and bronchopneumonia. 
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BELGIUM 


Rectal Surgery.—At the meeting of the Belgian 
Gastroenterologic Society in May, Vigoni and Coffe 
reported their results in 168 patients with rectal 
cancer, 134 of whom underwent a radical operation. 
High abdominal resection was performed on 25 
(with two deaths), Babcock type of pull-through 
operation on 28 (with five deaths), and an abdom- 
inorectal resection on 78 ( with eight deaths ). An in- 
dication for the abdominal type ot operation is a 
small tumor located near the pelvic floor at the level 
of the reflected peritoneal fold or higher. This meth- 
od gives good results if the tumor is not too low. 
The Babcock type of operation is reserved for small 
noninfiltrating tumors located at least 7 cm. from 
the rectum. After this operation sphincter control is 
poor because of the decrease in sensitivity result- 
ing from the destruction of the anal canal, but it 
is possible to train the intestine. The only really 
difficult cases are those in patients suffering from 
chronic enteritis, in whom it is necessary to use the 
abdominal route. The abdominoperitoneal resection 
is the easiest and safest operation as regards the 
immediate and late results. In 51 patients of this 
group, a follow-up of more than five years has been 
observed. In patients with a degenerated polyp, re- 
section of the base is performed if the polyp is flex- 
ible and if the invasion does not extend beyond the 
surface or reach the peduncle. 


Cardiac Resuscitation.—At the Belgian Surgical 
Congress in Brussels, Dalem and Henrotin stated 
that every operating room should have in reserve 
a special cardiac resuscitation kit containing a bis- 
toury, thoracic retractor, hemostatic clamps, scissors. 
needles, suture material, sterile syringes, and am- 
puls of epinephrine and procaine. The authors ad- 
vised keeping a defibrillator with sterile electrodes 
near the kit. If the pulse is not palpable, if there is 
no arterial pressure, or if respiration has ceased, 
the thorax must be opened at once. The first thing 
to do is to intubate the patient. The tracheal tube 
is connected with a bottle of oxygen through the 
intermediary of an anesthetic balloon. As soon as the 
thorax is opened, the heart should be massaged 
whether it is fibrillating or not. As soon as the first 
artificial heartbeats are accomplished, it is essential 
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to open the pericardium to obtain a more effective 
massage and to avoid the vagal impulses that might 
be produced by the mechanical irritation of the 
pericardium. From this time on, the immediate 
urgency has passed. One can then either defibrillate 
the heart if it is fibrillating, or, if necessary, inject 
5 to 10 ce. of a 1:1,000 solution of epinephrine. 
Massage should be continued for a long time. The 
anesthetist must be able to detect a carotid or even a 
radial pulse to be sure that the massage is truly 
effective. 


Surgical Treatment of Phlebitis.—At the meeting of 
the Belgian branch of the International College of 
Surgeons in Liege in April, Jean Stalport said that 
in the treatment of phlebitis of the lower extremities 
he preferred operation to dependence on anticoagu- 
lants. The best results are obtained when an early 
diagnosis is made. The operation consists of ligation 
of the femoral or of the internal saphenous vein in 
the inguinal region. The ligation is made, after ex- 
posure of the vein, between two garrots. After oper- 
ation on the internal saphenous vein the patient is 
permitted to leave without a compression bandage, 
but after ligation of the femoral vein, which always 
includes ligation of the internal saphenous vein, an 
Unna’s paste boot is applied to prevent swelling of 
the extremity. 


Hemograms.—Studies on the normal values of the 
hemogram would appear to have only a theoretical 
importance. At present, however, when there is 
danger of excessive radioactivity of the atmosphere, 
the comparing of the various hemograms assumes 
increased importance. At a meeting of the Societe 
Belge de Biologie. Masure of Louvain stated that 
the number of red blood cells shows a normal varia- 
tion from 4,259,000 to 5,775,000 per cubic millimeter 
in men and from 3,720,000 to 4,942,000 in women. 
The hemoglobin level ranges from 14.24 to 18.40 
Gm. per LOO ce. in men and from 12.80 to 16.32 in 
women. The average leukocyte counts were 6,004 
per cubic millimeter in 1942-1943 and 5,458 in 1945- 
1946, 12% of the counts being less than 4,000 in 
both series. The percentage of neutrophils showed 
a physiological range of 41 to 77.5% and that of the 
lymphocytes from 12.5 to 47%. The platelet counts 
varied trom 162,000 to 376,800 in both sexes. Com- 
parative studies should be made in different parts 
of the world. 
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COLOMBIA 


Streptomycin-Resistant Mycobacterium Tuberculo- 
sis.—Almanzar and_ co-workers stated (Trabajos 
cientificos del hospital sanatorio San Carlos) that 
the use of streptomycin has not been adequate. No 
major consideration has been given to the possibility 
that streptomycin-resistant strains may appear, com- 
plicating the patient’s response to therapy as well 
as giving rise to a public health problem if these or- 
ganisms are transmitted to contacts of such a pa- 
tient. The author collected sputum from 399 patients 
with positive cultures. The specimens were homog- 
enized with a 3% solution of sodium hydroxide, 
shaken mechanically for 10 minutes, incubated for 
one hour at 37 C, and centrifuged. The supernatant 
fluid was decanted and the sediment neutralized. 
After further centrifugation the sediment was resus- 
pended in a small volume of saline solution, which 
was distributed in equal parts in five culture tubes— 
a control tube and four tubes with 3, 10, 50, and 100 
meg., respectively, of streptomycin per cubic centi- 
meter of medium ( final concentration ). The inocu- 
lated tubes were incubated at 37 C for 35 to 60 days. 
If the number of colonies was practically the same 
in both inoculated tube and its control, the bacteri- 
um was considered resistant to that specific dose. 
The organism was considered sensitive when the 
number of colonies was much greater in the control 
tube. 

Of the 399 patients, 151 had had no antibiotic 
treatment; 13 of these were resistant to 3 meg., which 
was not thought to be significant for future treat- 
ments; and 5 showed significant resistances (2 of 
them to 10 mcg. and 3 to 100 meg. ). Sensitive strep- 
tomycin cultures were grown from 208 specimens 
and cultures with some resistance (between 3 and 
100 meg.) from 131. In other words, cultures from 
more than a third of the patients had at least a 
beginning resistance to the drug. In the streptomy- 
cin-sensitive culture group, 133 (64%) were un- 
treated patients and 75 (36%) were treated with 
streptomycin alone or in combination with isoniazid 
but without aminosalicylic acid. Of these, 33 (43% ) 
had been treated with 40 Gm. or less of streptomy- 
cin, 23 (31%) with 41 to 80 Gm., 6 (9%) with 81 
to 100 Gm., and 13 (17%) with more than 100 Gm. 
In 113 patients with resistant cultures already 
treated with streptomycin, the degree of resistance 
with reference to the quantity of streptomycin re- 
ceived was tabulated. In those who had received 40 
Gm. of streptomycin or less, 38% had cultures show- 
ing resistance to 3 meg. and 33% resistance to 100 
meg. In those who had received 41 to 80 Gm., 44% 
had cultures showing resistance to 10 meg. and 28% 
resistance to 100 meg. In those who had received 81 
to 100 Gm., 44% had cultures showing resistance to 
10 meg. and 31% resistance to 100 meg. In those who 
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had received over 100 Gm., 40% had cultures show- 
ing resistance to 100 meg. and 26% resistance to 10 
meg. In the cultures of 8.6% of previously untreated 
patients, who had possibly been infected by patients 
undergoing treatment, there was a certain degree 
of resistance to 3 mg. of streptomycin. Strains of 
the organism resistant to 10 and 100 meg. were 
found in 3.3% of tuberculosis patients. This percent- 
age may be much higher if no measures are taken to 
limit treatment with streptomycin to definite indi- 
cations. The authors concluded that drug resistance 
should be determined routinely before and during 
streptomycin treatments in all patients. 


Electroencephalography in Syphilitic Encephalitis. 
—At the third Latin American Congress of Electro- 
encephalography held in July at Medellin, Calderén- 
Vargas reported on the electroencephalographic 
findings in five men with syphilitic encephalitis. Two 
with progressive syphilitic encephalitis had a defi- 
nitely altered electroencephalogram directly related 
to spinal fluid, neurological, and mental changes. 
One of these showed lateralized and focal changes 
forming an epileptogenic focus in the electroenceph- 
alogram. This was considered to be a result of bio- 
logical recovery and normalization of other areas. 
Two other patients, after treatment, also showed 
normal electroencephalograms corresponding to an 
inactive stage of encephalitis. The last patient was 
clinically and neurologically a general paretic. His 
electroencephalogram was negative, except for lack 
of blocking reaction. This was also thought to repre- 
sent an inactive stage of encephalitis. From this 
data, the speaker concluded that electroencephalog- 
raphy is a valuable diagnostic aid in syphilitic 
meningoencephalitis. It indicates the stage of the 
disease, serves as an auxiliary method for medical 
control, and has prognostic value in patients in 
whom the syphilitic process is localized. 


DENMARK 


A Morbidity Census in General Practice.—A group 
of seven general practitioners in Odense undertook 
a year’s census of their clientele between Sept. 1, 
1949, and Aug. 31, 1950. Only the patients coming 
under health insurance and reported as sick during 
the year under review were included in this census. 
The findings by Dr. N. S. Jacobsen, published in 
Ugeskrift for lager tor Aug. 29, concern the 1,833 
sick-reports of 1,544 patients from a clientele of 
12,189 persons over the age of 15 years. Women re- 
ported sick more frequently than men, but the dura- 
tion of illness was not longer for the former than for 
the latter. Persons with fixed salaries had shorter 
sickness periods than those paid by the hour. Pa- 
tients living in substandard houses made up about 
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10% of the total clientele and accounted for 16% 
of the sick-reports. Acute respiratory infections 
showed the highest incidence and were the second 
greatest cause of time lost from work. Rheumatism 
was the greatest cause of such loss and showed the 
second greatest incidence. Accidents represented 15% 
of the total time lost from work. There were 328 
patients suffering from neuroses, which in 75 were 
associated with sickness lasting longer than 60 days. 
Women outnumbered men in this category, and in 75 
patients the neurosis was associated with pregnancy 
and childbirth. 


Contamination of Transfusion Blood.—In 1956, an 
article by McEntegart in the Lancet on bacterial 
contamination of blood for transfusion prompted the 
staff of the blood bank and central laboratory of the 
Aalborg City Hospital to test its blood bank on this 
score. Reporting on these tests, Bang and Paaby 
(Nordisk medicin, Aug. 22, 1957) noted that two 
specially trained nurses drew the blood after clean- 
ing the skin with alcohol. A new set of needles and 
tubing was used for each donor. The 101 samples 
examined bacteriologically included 11 found to be 
contaminated. In three of these the contamination 
was such that numerous bacteria were demonstrable 
on the direct microscopic examination of a smear. 
In the remaining eight, culture in serum broth was 
necessary for the discovery of the organisms. Most 
of the 90 sterile samples had been stored for less 
than 15 days, the mean duration of storage being 
9.85 days. Most of the 11 contaminated samples 
has been stored for more than 15 days, and the 
mean duration of storage was 17.28 days. The three 
most heavily contaminated specimens had been 
stored for an average of 19.66 days. A scrutiny of the 
clinical records of the recipients of the contaminated 
blood failed to incriminate it definitely as the cause 
of such reactions as chills, pain in the loins, urti- 
caria, or shock, but the issue was obscured by ail- 
ments inherent in the state of affairs calling for blood 
transfusion. After listing all the bacteria found and 
noting that they consisted mostly of various gram- 
positive cocci, with nonhemolytic streptococci in one 
case, Bang and Paaby concluded that, in the future, 
blood should not be used for transfusion after a 
storage period of 14 days and that tincture of iodine 
should replace alcohol for the disinfection of skin 
and bottle stoppers. 


FRANCE 


Tobacco and Cancer of the Bladder.—Denoix and 
Schwartz (Bulletin of the French Society for the 
Study of Cancer, Dec., 1956) studied the relation- 
ship between cancer of the urinary bladder and 
smoking; 60 men suffering from cancer of the blad- 
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der were compared to 60 noncancerous patients, 60 
patients with cancer of the lungs, and 60 healthy 
subjects. They tound the highest proportion of peo- 
ple smoking cigarettes, most of whom inhaled 
smoke, among those with cancer of the bladder. The 
reason for this correlation requires further study. 


Dupuytren’s Contracture.—At the meeting of the 
French League Against Rheumatism in February, 
Prof. S. de Seze and Mme. Debeyre presented the 
results of the treatment of 70 patients with first, 
second, and third degree contractures with local 
injections of hydrocortisone. It is injected into the 
nodules and palmar fascia. Treatment must be pro- 
longed and supplemented by vigorous traction on 
the infiltrated phalanges to break up adhesions. In 
the 31 patients with first degree contractures, the 
disease was cured or improved, and in the 39 with 
second and third degree contractures, 17 had ex- 
cellent results, 18 were improved, and in 4 there 
was no improvement. 


Puncture of the Vertebral Body.—At the same meet- 
ing, de Séze and co-workers described a new tech- 
nique for getting a biopsy specimen from the verte- 
bral body. After the use of local anesthesia, a 
guide needle is inserted, and after radiography a 
trocar is introduced. With a rotary motion of a 
biopsy needle that has small cutting teeth, a bony 
cylinder is removed. The authors performed 16 such 
punctures between the eighth thoracic and _ fifth 
lumbar vertebrae without any untoward reactions. 
Examination of the specimens thus obtained en- 
abled them to diagnose two tumors, four metastases, 
three osteoporoses, one spondylitis, and four plas- 
mocytoses. 


Diaphragmatic Paralyses.—P. Giraud and co-workers 
(Archives frangaises de pédiatrie. no. 2, 1957) re- 
ported on five patients with persistent diaphragmatic 
paralyses due to ganglionic compression of the 
phrenic nerve. The patients complained of pains 
along the course of the phrenic nerve, digestive dis- 
orders, and dyspnea on exertion. Roentgenograms 
revealed elevation of the hypotonic diaphragm, dis- 
placement of the heart to the right, especially on in- 
spiration; and paradoxical movement of the dia- 
phragm. 


Attempts to Induce Mutations.—At a meeting of the 
Academy of Science in April, J. Benoit and co-work- 
ers described their studies on bacteria which showed 
the importance of desoxyribonucleic acids (DNA ) 
in the constitution of genes and the possibility of 
modifying hereditary characteristics through the use 
of a DNA coming from another bacterial race. The 
authors have performed similar experiments with 
birds that showed that after introducing the DNA 
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of a stable race such as the khaki duck into sub- 
jects of another race (the Pekin duck in_ this 
instance ), important somatic modifications are pro- 
duced. The structural hereditary characteristics of 
the duck, its height, and special features may 
after birth show the influence of the extraneous 
DNA. The new types breed true showing that 
they are somatic mutants. 


Cancer Caused by Lesion of Sympathetic Nervous 
System.—At the May meeting of the Academy of 
Science, Coujard and Chevrau stated that some 
lesions of the peripheral sympathetic nervous system 
cause localized disorders of growth in different 
tissues. For instance, in the skeletal system, the ab- 
normal proliferations may cause osteochondromatous 
tumors which may metastasize. They concluded that 
the disturbance of the normal process of regulation 
of the growth of the tissues may be sufficient to lib- 
erate some groups of cells from the general regula- 
tive influence and thus result in cancer. 


INDIA 


Chrome Dermatitis.—Lead chromate and _ related 
substances are extensively used in various industries, 
particularly in tanning. Chromic acids and chro- 
mates are know to be powerful skin irritants. K. D. 
Lahiri (Indian Medical Forum, August, 1957) re- 
ported a series of 36 patients with contact dermatitis 
due to chrome. Twelve of these came from the 
leather industry, 10 from the chromium plating in- 
dustry, 8 were laboratory workers who had to clean 
glass slides and test tubes with a dichromate solu- 
tion, 4 handled cement, and 2 used khaki garments. 
The most common sites affected were the hands 
and the feet, but various other parts of the body 
were involved in some patients. Chrome dermatitis 
is resistant to treatment, tends to become chronic, 
and may continue long after contact with chromates 
has been eliminated. In the management of these 
patients, scrupulous hygiene and knowledge, by the 
worker, of the danger of developing the dermatitis 
are important as prophylactic measures. 


Tuberculin Sensitivity in Sick Children.—D. N. 
Chatterjee (J. Indian M. A. 29:5 [Sept. 1] 1957) 
found the tuberculin test of great practical value in 
diagnosis of sick children. In many cases a positive 
reaction is the only reliable method of detecting un- 
suspected tuberculosis, and a negative reaction, pro- 
vided the test was properly carried out, weighs 
heavily against a diagnosis of tuberculosis. The in- 
cidence of active disease among positive reactors 
varies with age and differs in different regions, de- 
pending on the prevalence of poverty, malnutrition, 
and repeated attacks of acute infectious diseases in 
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overcrowded and unhygienic surroundings, To de- 
termine the significance of a positive tuberculin re- 
action in a child, therefore, the tuberculin status of 
different age groups in that particular locality must 
be estimated from time to time. Some patients diag- 
nosed as having marasmus were found at autopsy to 
have miliary tuberculosis. The tuberculin test was 
started on patients so diagnosed so as not to over- 
look the possibility of tuberculosis, was later extend- 
ed to other patients, and has been done routinely 
on all those admitted to the Children’s Hospital 
since 1949. 

The present paper is based on the results of the 
tuberculin test in 1,882 children. Those who gave a 
positive reaction on any previous occasion and those 
who had received BCG vaccine were excluded from 
this study. Tuberculin injections of varying strengths 
were given every fourth day on alternate forearms 
and the readings taken 48 to 72 hours after the 
injection. Only a definite induration persisting after 
72 hours with at least one diameter of 6 mm. or 
more was considered positive. To determine the 
presence of active infection among positive reactors, 
roentgenograms, attempts to isolate tubercle bacilli, 
histological examination of lymph nodes, sedimen- 
tation rates, therapeutic tests with antituberculosis 
drugs, and, in some, autopsy were used. The per- 
centage of positive reactors increased steadily start- 
ing with the age group 0 to 2 years and reaching 
a maximum of 50% in the age group 10 to 12 years. 
In any age group under 12 years, the percentage of 
children with tuberculosis is roughly about double 
that reported in England. Regarding the percentage 
of active disease among the positive reactors, the 
highest figure (97.87%) was seen in the lowest 
age group. It then showed a steady decline to a 
minimum in the age group 8 to 10 years, after which 
there was an increase in the age group 10 to 12 
years. More than 80% of all positive reactors under 
the age of 7 showed active disease, while after 7, 
although the percentage of positive reactors was 
still high, the percentage with active disease was 
only about 30. 


Training Nurses in Public Health.—A scheme for the 
integration of public health in the basic course of 
nursing was inaugurated by the State Health Min- 
ister of Madras in July. The primary aim of the 
scheme is to train all nurses not only in sick nursing 
at as present but also in public health nursing. The 
center at Stanley Medical College, Madras, the 
first such center in Madras, is 1 of 10 in the country 
chosen under a pilot scheme framed for the purpose 
by the government of India. The government of 
Madras has sanctioned the opening of 84 rural 
family planning centers in the state and appealed 
to the nurses to come forward and take charge of 
them. 
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NORWAY 


Hairdressing Salons.—Oslo has 349 hairdressing 
salons for women and 219 barber shops for men. To 
find out how they are run from the point of view 
of hygiene, 120 of them were visited without pre- 
vious notice by sanitary inspectors in January and 
February, 1956. The report by Woien and Weisert 
(Nordisk hygienisk tidskrift, no. 5 and 6, 1957) gives 
some support for their quotation from Mark Twain 
to the effect that everything changes except the 
barber whose behavior and circumstances are im- 
mutable. The inspectors used a system of scoring 
with a maximum score of 20 points and a minimum 
of 12 for a verdict of “satisfactory.” Only 10 estab- 
lishments had a floor area of less than 7.5 sq. m. per 
hairdresser, and in 73% the sanitation was satisfac- 
tory in terms of maintenance, cleanliness, order, and 
general impression. The women hairdressers were, 
on the average, younger than the men, and while 
only 15% of the men were between the ages of 15 
and 29, this was the age of 43% of the women. While 
14% of the men were over 60, this was the case with 
only 3.6% of the women. The women’s shops re- 
ceived a better sanitary rating for the upkeep of 
the linen than those of the men. In 15 cases the 
solution supposed to disinfect combs proved to be 
water only, and the composition of the other solu- 
tions was greatly varied with regard to character, 
concentration, and age. Solutions supposed to con- 
tain chlorine did not smell of it, and solutions sup- 
posed to contain mercury bichloride were suspicious- 
ly colorless. A common practice was to transfer a 
comb from head to head with the hairdresser’s 
pocket the only intermediate station. A perfunctory 
dip into a disinfectant was a token gesture to sani- 
tation in some establishments. The large salons, 
employing four or more hairdressers, made a better 
score than the smaller. At Oslo’s school for profes- 
sional hairdressers, no attempt has been made to 
teach the elements of sanitation and bacteriology, 
the assumption being that such teaching must be 
given by the master hairdressers. Only about 12% 
of the salons inspected possessed three combs per 
hairdresser and a sterile disinfectant solution. The 
authors recommended the systematic teaching of 
sanitation at the school for hairdressers and better 
public health control of washing and disinfection of 
the hairdressers’ tools. 


Rising Leukemia Rate.—Since the establishment of 
the cancer register in Oslo under Dr. Einer Peder- 
sen, facilities are provided for a more accurate esti- 
mate of the frequency of leukemia. The first three 
years of the register, 1952 through 1954, were re- 
ported on with regard to leukemia by Dr. Kirsten 
Arnesen (Nordisk medicin, Aug. 22, 1957). The 
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number of new cases rose from 167 in 1952 to 241 
in 1954. The 605 cases reported in these three years 
included 332 acute and 106 chronic cases, with 167 
not classified as acute or chronic. These cases were 
also classified according to whether they were 
lymphocytic, granulocytic, or not specified, and the 
many cases in the last category bear witness to the 
difficulties in distinguishing between the various 
forms of leukemia. Arnesen admits that it is often 
just a matter of personal opinion when a given case 
is allotted to one group or another. The cancer regis- 
ter’s material does not yet give any clue to certain 
occupations or social standing as likely to predispose 
to leukemia, but it does show that most of the 
patients are over 50. In the younger age groups there 
is no marked sex difference, but with rising age 
males become much more prone to the disease than 
females, and after 80 the rate per 100,000 inhabitants 
is 26.8 for men as compared with only 4.9 for 
women. It is only after the fourth decade that this 
sex difference becomes marked. Statistics going 
back to 1919 show a comparatively low leukemia 
rate, with only 0.83 male cases per 100,000 inhabit- 
ants per year in the period 1919 through 1921 as 
compared with 7 in the period 1952 through 1953 
and a corresponding rise from 0.76 to 5.2 for fe- 
male cases. Arnesen believes that more accurate 
diagnoses and various other factors have probably 
been responsible for much of this rise. 


Premature Births.—Nordisk medicin for Aug. 29 con- 
tains an all Scandanavian symposium on premature 
births. Prof. Alfred Sundal of Bergen pointed out 
that babies weighing less than 2,500 Gm. (about 
5.5 lb.) at birth constitute about 4.5% of all births 
and account for as much of the total infant mor- 
tality as the remaining 95.5%. In recent decades 
there has been a marked fall of the total infant mor- 
tality, but this has depended largely on the behavior 
of the infectious diseases acquired in the last 51 
weeks of the first year of life. The mortality during 
the first week of life has fallen but slightly, and it 
is in this week that prematurity plays so important 
a part. In Bergen in 1955, the total infant mortality 
of 12.3 per 1,000 could be split up into its compo- 
nent parts so as to show a mortality of 157 per 1,000 
for babies weighing under 2,500 Gm. and a mortal- 
ity of 5.8 per 1,000 for those weighing more. In 
Bergen in the same year there were 34 stillbirths, 
and among these babies there were 16 weighing 
less than 2,500 Gm. Of the 15 babies dying during 
the first week of life, there were 11 who were pre- 
mature. In defense of intraosseous blood transfu- 
sion, held in certain quarters to be painful and he- 
roic, Sundal stated that the injection of so small a 
quantity as 5 to 10 ml. had never in his experience 
provoked cyanosis or a reaction indicative of pain. 
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The technique was comparatively easy, whereas 
several exploratory punctures might be needed in 
search for a vein in the head amenable to an intra- 
venous injection. 


SWEDEN 


Ultrasonic Treatment.—In 1952, Dr. Olav Lindahl 
reviewed his experiences in using ultrasonic treat- 
ment for pain in the knees due to arthrosis or 
chondromalacia. The improvement achieved was no 
greater in the treated patients than in the controls. 
He has now ( Svenska lakartidningen, Aug. 16, 1957 ) 
reported a series of 61 patients suffering from pain in 
the knees due to the above-mentioned ailments and 
53 patients suffering from pain in the arms due to 
ailments other than tuberculosis or new growths 
and with the pain expressing itself in the axilla, 
often radiating from the neck, and always extend- 
ing down the arms beyond the elbows. There was 
some limitation of the range of movement but not 
the stiffness of the type associated with humeroscap- 
ular periarthritis. In both groups various other 
methods of treatment had been tried. As in the 
earlier series, controls were used. In the group with 
knee involvement only 57% showed improve- 
ment under supersonic treatment, whereas 71% of 
the controls did so. On the other hand, 78% of those 
with arm involvement showed improvement under 
supersonic treatment, whereas only 18% of the con- 
trols did so. Lindahl does not attempt to explain 
this difference in response. In none of his patients 
did the treatment seem to do harm, and in spite of 
the misadventures reported by other observers, 
Lindahl says that ultrasonic treatment is one of the 
safest remedies employed in nhysical medicine, pro- 
vided the necessary precautions are taken. 


From Phthisiologist to Lung Specialist.—Because of 
the decreasing incidence of tuberculosis, young 
physicians hesitate to commit themselves to a spe- 
cialty threatened by extinction in the near future. 
[t is thus difficult to staff the remaining sanitoriums. 
Dr. Sven Lofgren states that the Swedish Sanato- 
rium Physicians Association has recently changed its 
name to the Swedish Lung Physicians Association, 
and plans are being made for the replacement of 
hospitals tor the tuberculous by hospitals catering 
not only to patients with tuberculosis but also to 
those with lung tumors, pneumomycosis, pneumo- 
coniosis, sarcoidosis, bronchial asthma, chronic bron- 
chitis, and pneumonia. Heart. diseases may be 
included in this list. There is also a plan for the estab- 
lishment of six hospitals devoted to thoracic surgery. 
Actually the tuberculosis problem is in no risk of 
extinction in the near future. Tuberculosis morbid- 
ity, as distinct from tuberculosis mortality, has 
shown little reduction. 
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Pseudocroup.—At the Flensburg childrens hospital 
in Malmé6, Dr. Per Selander studied a series of 505 
patients with pseudocroup treated in different ways. 
The incidence was greatest in those between 2 and 
3 years old, and 64% were boys. The bacteriological 
findings were much the same as for other infections 
of the upper respiratory tract, with streptococci and 
micrococci being found in more or less pure culture 
or in various combinations. While there is much to 
suggest that the basal factor in pseudocroup is a 
virus, Selander suspects that the clinical findings 
may largely depend on the bacteria found in these 
patients. Between September, 1950, and February, 
1954, he gave alternate patients penicillin and a 
sulfonamide; the others were given chlorampheni- 
col. Between February, 1954, and December, 1956, 
alternate children were given penicillin and a sul- 
fonamide, but the others received penicillin and 
streptomycin. The effects of these different methods 
of treatment were gauged in terms of mortality, 
frequency of tracheotomy, temperature, sedimenta- 
tion rate, and duration of stay in hospital. Apart 
from the comparatively high cost of the treatment 
with chloramphenicol, there was no appreciable dif- 
ference in the reactions to the different treatments 
given. 


Leukemia.—Nordisk medicin for Aug. 22 contains a 
symposium on hematological subjects. Dr. Nils G. 
Nordenson draws attention to the apparent rise in 
the frequency of leukemia and the successes achieved 
by the cytostatic remedies used since 1949. These 
successes are still so limited that palliative treatment, 
both psychic and somatic, is just as important as 
specific treatment. By palliative treatment he means 
blood transfusion and the administration of anti- 
biotics to combat various infections. In mature 
lymphocytic leukemia in the elderly, palliative 
treatment may prolong life by 20 or more years. 
Matters are less promising with the immature leu- 
kemias, for which the prognosis varies somewhat 
with the age of the patient, and are better with the 
young than with patients between 40 and 50. With- 
out any treatment, 35% may still be alive after six 
months but only 5% after a year. The younger the 
patient, the longer and more frequent the remissions. 
Under specific treatment, 55% of child patients may 
expect to achieve a remission of the blood and bone 
marrow findings. In patients between 40 and 50 
vears of age, this is achieved by only 15%. 


UNITED KINGDOM 


Museum on Tour.—When the director of the Well- 
come Museum of Medical Science visited the South 
African Medical Congress last month, he took with 
him the section of the museum devoted to schisto- 
somiasis as well as a number of important patho- 
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logical specimens. After the meeting he made a 
short tour of various medical teaching institutions 
in South Africa and Southern Rhodesia. If these 
demonstrations prove successful, the practice of 
reproducing part of the museum in overseas terri- 
tories will be extended. 


Vital Statistics.—The infant mortality rate in Eng- 
land and Wales in 1955 was 24.9 per 1,000 live 
births compared with 25.4 in 1954. The rate has 
fallen steadily over the last 10 years, the 1955 rate 
being 55% of the rate of 1945. About 60% of infant 
deaths occurred in the first week, and over half of 
these were in the first day. The stillbirth rate of 
23.2 per 1,000 live and stillbirths was slightly lower 
than that for 1954 but has not varied greatly over 
the past few vears. The maternal death rate in 1955 
was the lowest on record—0.64 per 1,000 total births. 
The fall in the number of deaths from tuberculosis 
continued in 1955, dropping from 7,897 in 1954 
to 6,492 in 1955. Deaths from respiratory tuber- 
culosis were, for males, 47% and, for females, 32% 
of the number of such deaths in 1950. In that year 
98 boys and 85 girls under 15 died from respiratory 
tuberculosis; in 1955 only 7 boys and 18 girls died. 
Deaths in 1955 from accidents and violence num- 
bered 21,469 compared with an annual average 
of 19,636 for the years 1950 to 1954. Accidental 
and violent deaths as a percentage of deaths from 
all causes was, for all ages together, almost identical 
with that for 1954, but for ages under 35 the percent- 
ages increased for both sexes, reaching their highest 
level since the war years, 1941 to 1945. In the case of 
males under 15 and females aged 15 to 34, the 
percentage of accidental and violent deaths reached 
its highest level since records first began. Deaths 
due to traffic accidents increased by 8% over the 
1954 figures. The most disquieting rise in the num- 
ber of deaths from such accidents occurred in the 
age-group 15 to 24, particularly among males. The 
Greater London death rates from automobile acci- 
dents are among the lowest for ages under 65, but 
above this age they are among the highest. 


Lactation and Heredity.—Genetic factors  signifi- 
cantly contribute toward lactational failures, ac- 
cording to Wickes and Curwen (Brit. M. J. 2:381, 
1957), who studied a series of 943 women, 43% 
of whom were primigravidas, attending antenatal 
clinics. Of 397 women whose mothers were said to 
be good breast-feeders, 60% succeeded in maintain- 
ing uncomplemented breast feeding for eight weeks, 
compared with 43% of 63 women whose mothers 
were not good breast-feeders. 


Scottish Teaching Hospitals.—A committee to study 
the facilities for teaching medicine in Scotland and 
to suggest improvements has made its report (Re- 
port on Teaching Facilities and Students’ Amenities 
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in Scottish Hospitals, Royal College of Surgeons, 
Edinburgh, 1957). The committee stated that the 
teaching hospitals and medical school at Aberdeen 
are the most up to date and satisfactory in Scotland. 
These were built just before the war and are well 
equipped, although there is still lack of teaching 
rooms attached to the wards. At other teaching 
schools, which date back to the beginning of the 
last century, there is stated to be a shortage of 
cloakrooms, reading rooms, lecture rooms, and din- 
ing rooms. The lecture rooms are not up to modern 
standards and should include didactaphones, by 
means of which all the students can hear simultane- 
ously the physical signs in the chest of a patient. A 
further criticism is that in outpatient departments 
there are not enough small rooms for teaching or for 
use as laboratories. The worst school is Dundee (Uni- 
versity of St. Andrews), the buildings of which are 
the oldest and were not originally intended for 
teaching. 

Nobody is directly responsible for making im- 
provements in hospitals. The universities consider 
that it is the responsibility of the secretary of state, 
in accordance with the terms of the National Health 
Act. They have therefore refrained from asking for 
money from the University Grants Committee for 
building new medical schools or reequipping old 
ones. No special grant has been made, however, for 
medical education. A new agreement was made in 
June between the treasury, the health department, 
and the University Grants Committee for financing 
teaching and research in Scotland. The medical edu- 
cation committees have not functioned well, except 
in Aberdeen, where requests for money by the uni- 
versity were modest. Machinery is needed to bring 
about cooperation between the universities and 
boards of management of the hospitals. 


Smoking Habits.—According to the Daily Press on 
Sept. 1, in spite of government propaganda on 
smoking and its relationship to lung cancer, there 
has been no reduction in the consumption of to- 
bacco. There was, however, a change in smoking 
habits. It was estimated that at least 3 million 
smokers have changed from ordinary cigarettes to 
filter-tip varieties, and thousands more are smoking 
cheroots, pipes, and cigars. This shows that the 
public has taken some note of the facts published 
by the government but gtill adheres to a deep- 
rooted habit. 


Slimming.—A further death trom slimming was re- 
ported in the Daily Press on Sept. 3. A 20-year-old 
girl who had weighed over 160 Ib. lost 36 Ib. in four 
months but became a nervous and physical wreck. 
Insomnia developed, and the girl took an overdose 
of sleeping pills. Autopsy revealed that she also 
had severe liver damage which was consistent with 
taking dextro-amphetamine sulfate over several 
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weeks, the damage being severe enough to have 
ultimately caused death had she not taken the 
sleeping pills. 


Plastic Surgery and Fashion.—The Daily Press of 
Sept. 2 quotes a plastic surgeon as saying that at 
his London hospital the number of plastic recon- 
structions of the female breast doubled in the last 
10 years. Most of the operations were for reduction 
in size of the breasts to conform with current 
fashions. A bust of the wrong dimensions can be a 
serious social, economic, and psychological disad- 
vantage to a career woman and may adversely 
affect her whole adjustment to life. Such feelings 
should be offered relief by partial mastectomy. 
Many professional models have required this op- 
eration. The two main reasons for this increasing 
demand for surgery are the “growing cult of the 
bosom” among young girls and the fact that a num- 
ber of models and other women depend on their 
figures for their livelihood. One girl requested a 
reduction operation to increase her chances of mar- 
riage. As for the husbands, they were usually satis- 
fied with their wives as they were, but, apparently, 
if a wife wanted such an operation, the husband's 
opposition was usually overruled. 


Hospital Staffing.—The Medical Practitioners’ Union 
of the United Kingdom is a nonpolitical organiza- 
tion affiliated to the Trade Union Congress and has 
members drawn from all branches of the profession. 
It is not associated with the British Medical Asso- 
ciation but has a harmonious relationship with it 
nevertheless, since each body has the interests of 
the medical profession as its function. One of the 
union’s publications is the monthly Medical World 
Newsletter, which is sent free of charge to practi- 
tioners in the National Health Service. The hos- 
pital edition (September ) points out that before the 
inception of the National Health Service the rou- 
tine work of hospitals was performed by junior 
staff and residents on the basis of expectation of 
eventual promotion and reward. Today there is no 
certainty of promotion, and the eventual rewards 
are small in comparison to those of prewar days. 
Junior staff physicians have been singularly unsuc- 
cessful in attaining their rights due to absence of 
representation on any negotiating committee, which 
usually consists of established senior staff members 
who, although working in good faith, do not neces- 
sarily appreciate the real need and hardship of the 
junior staff. 

One complaint of junior staff members is the un- 
reasonable insecurity attached to a specialist career. 
Unsettling short-term appointments prove a great 
strain on family life, cause endless inconvenience 
and expense, and, coupled with poor prospects and 
chronic anxiety over financial matters, must reduce 
effort and efficiency of the individual. Also, of all 
graduate educations, the physician has the longest, 
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the most exacting, and the most expensive; yet, on 
qualifying, he is paid the lowest hourly rate for 
the most responsible duties. On the whole, junior 
hospital staff members seem to have fared worst of 
all government employees. The plight of senior 
residents who have completed their scheduled four 
vears of training without attaining a consultant 
post is also serious. These men have usually had 
about 15 years of training, and yet, in 1950, the 
government attitude was simply to “axe” the sur- 
plus senior residents, an approach that brought 
forth great indignation from many quarters. One 
solution has been a proposed new grade of hos- 
pital physician who has security of tenure and 
whose post should be a recognized preconsultant 
and not subconsultant appointment. Attempts to 
improve the position of the junior hospital phy- 
sician from his underpaid, overworked state in a 
government service remain slow due to protracted 
negotiations which lack any urgency. It is hoped 
that, with the advent of the Royal Commission’s 
consideration of the remuneration claim, a new 
spirit in our hospital service will emerge. 


Diet and Pregnancy.—The Ministry of Food and 
Agriculture has carried out a survey of the strange 
dietary cravings that some pregnant women ex- 
perience. Of 1,000 women, 187 had a particular de- 
sire to eat coal; others desired such articles as 
toothpaste, whitewash, wallpaper, and plaster. 
Some women got up in the night to get a mouthful 
of coal dust. Even raw neat spices, mustard, pep- 
per, and salt were relished by some. Pickleg,and 
cereals were popular, but the most frequent onfing 
was for raw fruit, usually apples or oranges. Some 
women experienced an aversion for foods they 
normally enjoyed, and some found smoking sud- 
denly distastetul. With some the cravings were 
constant with each pregnancy, but in others they 
were different. The cause of these desires is not 
known, but it is suggested that it may be connected 
with the disturbance of mineral or vitamin equili- 
brium associated with the extra demands of the 
pregnancy. Whatever the cravings though, many of 
the mothers-to-be made great efforts to keep them 
secret from their husbands. 


British Medical Students’ Association.—The British 
Medical Students’ Association, founded in 1942, has 
a membership that includes over 90% of the med- 
ical students in the country. It is purely a profes- 
sional organization, providing a means of communi- 
cation between medical students in the different 
universities and hospitals and also between British 
students and those in other countries. It presents 
the medical students’ point of view to the medical 
profession and to other interested bodies. The or- 
ganization has an executive committee and four 
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regional councils. Local activities of the constituent 
organizations include lectures, visits, discussions, 
and the showing of films from the British Medical 
Association and other medical film libraries. Among 
its publications are the British Medical Students 
Journal, which appears once a term, and an annual 
list of vocational appointments for those members 
requiring work in hospitals during vacations. The 
British Medical Students’ Association takes a keen 
interest in medical education and is in the process 
of compiling a report on the medical curriculum. 
It is a founder member of the International Federa- 
tion of Medical Students Association, whose mem- 
bership now embraces the associations of 18 na- 
tions, and is recognized by the World Medical As- 
sociation and UNESCO. 


Students and Examinations.—Dr. Nicolas Malleson 
(British Medical Journal, Sept. 7, 1957) stated that 
nervous strain is frequently seen in students before 
and during major examinations. Efficiency of study 
is reduced and the prospects of success impaired. 
At University College Student Health Center, it 
has been estimated that 10% of students for major 
examinations experience strain, and for lesser ex- 
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aminations it amounts to 3%. Since British univer- 
sities and technical colleges have 170,000 full-time 
and about 500,000 part-time students, the total 
number of cases is high. The main symptoms are 
those of overt anxiety, such as insomnia, persistent 
apprehension, pessimism, increasing difficulty in 
studying, and growing desperation. Daytime torpor 
may follow this in some, while others develop such 
psychosomatic symptoms as nervous dyspepsia or 
headache. First-rate students as well as the worst 
may be affected, and fear may be of the examina- 
tion itself or of possible failure. This may produce 
varying degrees of panic and self-reproach. Most 
students recognize their state of mind, but a few 
refuse to connect it to the pending examination. 
The rare psychiatric disturbance is usually due to 
an underlying mental instability. The treatment 
required is confidence from the physician that the 
student is mentally capable of passing his examina- 
tion and continual encouragement until the crisis 
is over. Drugs, usually mild hypnotics, are rarely 
required, but most effective is an interview on psy- 
chiatric lines with clear explanation to the student 
of his position and guidance to break the vicious 
circle of the preexamination stress. 
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INSURANCE MEDICINE 


To the Editor:—Enclosed you will find some amus- 
ing statements which appeared in the claim files of 
one of the large insurance companies of these 
United States. The statements are those of claim 
adjusters and of both patients and physicians ap- 
pearing on the customary claim forms used in sub- 
mitting a claim for injury or disease. | have gleaned 
these treasures over a period of several vears. 


FROM THE CLAIM FILES 


1. Man tripped and fell on me while playing softball in- 
juring left knee. Injury turning to stone. 

2. Jeep accident. While maneuvering injured my leg. 

3. Stricture of the urethra complicated by fallen arches. 

4. This insured states that on the morning of Nov. 21st, 
19— he was sitting down in front of her sewing machine 
getting ready to do some work when in some manner the 
chair slipped and she fell to the floor, falling on her rectum. 
She states that she felt a shock but thought it was a slight 
bruise and applied some home remedies. Later she called 
Dr. M——— who took an x-ray which showed a dislocation. 
She went to the ——— Hospital and was confined there. 

5. Claimant states when 3 weeks old had whooping cough 
and her mother always said this was the cause of the short- 
ening of her leg. 

6. The claimant is mostly confined because of her inability 
to get around. 

7. Patient is an airline hostess. Removal of a small hemor- 
rhoid. Patient unable to move her bowels while in flight. 


8. ——~ noted a puffiness under her right eve which would 
come and go. 
9. | took my father to a specialist, Dr. T———. He found 


my father had an abscess in his throat and he had to cut it. 
He took $25.00. My father is now recuperating from the 
pain. 

10. He maintained that an insect flew into his nostril caus- 
ing him to sneeze very hard, injuring his side. 

11. Unable to stand on feet due to handling heavy wine. 

12. Tonsillectomy and adenoidectomy and_ fissure and 
hemorrhoid removed from rectum. 

13. Then sought medical aid to Dr. K., who stated he had 
a frozen belly from drinking cold drinks—advised bed rest 
with hot applications. 

14. She advised that on Sept. 29th, 19—— she worked as 
usual but did not feel well that day, complaining of a sort 
of vacant feeling in her head. 

15. X-rays were taken. He was found to have temperature 
of 104. 

16. Arm is still in a cast. He expects it to be taken off this 
week. 

17. | was shot in my place of employment by a burglar. 

18. ——— insured injured his knee, while riding in an ele- 
vator, which dropped because of a broken cable. 

19. Occupation “5c chiclet catcher.” 

20. She is a very sick girl, she weighs between 240 and 
260 Ibs. and is exceedingly overweight. 

21. She has arthritis and was intormed she will not get 
well so long as this condition lasts. 


Epcar L. Dintmiick, M.D. 
207 Church St. 
Dunmore 12, Pa. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Charitable Hospitals: Liability for Negligence of 
Nurse.—This was an action for damages for in- 
juries caused by the alleged negligence of a nurse 
emploved by the defendant hospital. From a judg- 
ment for the hospital, the plaintiff appealed to the 
court of civil appeals of Texas. 

The evidence disclosed that the plaintiff was ad- 
mitted to the defendant hospital, as a paving pa- 
tient, for treatment of a skin rash or fungus growth 
on his feet and lower legs. His attending physician 
prescribed a daily bath of the plaintiffs feet in 
water in which a potassium permanganate pill had 
been dissolved. The medicine for the plaintiff was 
kept in a pigeonhole receptacle with his name and 
room number thereon. There were some pills in 
this pigeonhole that were to be taken internally 
and the potassium permanganate pill which was to 
be used externally. These pills were kept in separate 
containers. The box containing the permanganate 
pills was plainly marked “Potassium Permanga- 
nate.” The nurse charged with the administering of 
the medicines to the plaintiff took the pills that 
were to be taken internally and the pill that was to 
be used externally to the room of the plaintiff and 
administered all of said pills to him internally. As 
a result of the plaintiff's taking the potassium 
permanganate pill he became ill and vomited. His 
doctor was immediately called and he pumped out 
the plaintiff's stomach. 

It is the well-settled law of this state, said the 
court of appeals, that a charitable hospital is not 
liable for injuries to its patients sustained as a re- 
sult of the negligence of its employees unless the 
hospital failed to exercise ordinary care in the 
selection or retention of such employees and this 
is true without regard to whether the patient was a 
paying patient or a free patient. The principal issue 
was therefore whether the hospital had been 
negligent in the selection of the nurse or in its 
method of making that selection. The evidence 
showed that the nurse in question had completed 
the prescribed course of study for vocational nurses 
and had received a license from the state to practice 
her vocation. A vocationa! nurse must be trained to 
administer medication. She had been practicing her 
vocation continuously for more than three years. 
The hospital administrator testified that she met all 
of the technical requirements of a vocational nurse 
and that he had never received any notice that she 
was in any way incompetent prior to the admin- 
istration of the potassium permanganate pill or at 
any time subsequent thereto. The head floor nurse 
could not foresee that a vocational nurse would 
administer internally a pill that was supposed to be 
administered externally. The nurse was qualified 
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and competent to give medicine and was familiar 
with the hospital’s method of administering med- 
icine. The floor nurse knew that the nurse was 
competent and qualified, and she was not negligent 
in assigning her to administer the medication to the 
plaintiff. The Court of Appeals therefore held that 
there was no negligence in the selection of the 
vocational nurse to administer the medicine to the 
plaintiff. The Court also held that there was no 
negligence in the way the hospital labeled the 
potassium permanganate or in the way the hospital 
kept each patient’s medication in a separate pigeon- 
hole. 

Accordingly, the judgment in favor of the de- 
fendant hospital was affirmed. Penaloza v. Baptist 
Memorial Hospital, 304 §. W. (2) 203 (Texas, 1957). 


Malpractice: Failure to X-ray Possible Fracture.— 
This was an action for damages caused by the 
alleged negligence of the defendant physician. 
From a directed verdict in favor of the physician, 
the plaintiff appealed to the Supreme Court of 
Colorado. 

The plaintiff testified that she had fallen from a 
chair and landed on her left heel. She was found in 
a prostrate condition and literally carried to the 
defendant's office by her husband. A displacement 
of the os calcis was plainly visible but the defendant 
diagnosed the condition as a sprain. He took no 
x-ray, nor did he either apply a cast or recommend 
that she keep off the foot. About a week later the 
fracture was discovered by another physician and 
corrective surgery performed. It was the plaintiff's 
contention that the subsequent surgery would not 
have been necessary if the defendant had properly 
diagnosed and treated the foot in the first place. 

The defendant testified that the plaintiff was not 
carried into his office and that there was no visible 
displacement of her foot when he examined her. 
He admitted, however, that, if she had told him 
she had landed on her heel, he would have sus- 
pected a fracture and in that case he would have 
advised an x-ray at once. 

The Supreme Court said that a physician is bound 
to accord his patients such reasonable care, skill, 
and diligence as physicians in good standing in the 
same neighborhood in the same general line of 
practice ordinarily have and exercise in like cases. 
A physician who negligently diagnoses as a bruise 
or sprain what is in fact a fracture may be liable in 
damages to his patient. Furthermore, said the court, 
to avail himself of the defense of a mistake of judg- 
ment, it must appear that the physician used reason- 
able care in exercising the judgment, which, in 
this case, was a controverted issue of fact to be 
determined by the jury. In determining the validity 
of a motion for a directed verdict in favor of the 
defendant, the evidence must be considered in the 
light most favorable to the plaintiff. The plaintiff's 
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evidence, said the court, was sufficient to lead the 
jury to conclude that the defendant was negligent 
in not having an x-ray taken; in not putting the 
foot in a cast; and in not instructing the plaintiff 
to bear no weight on the foot. The court therefore 
felt that the case should have been submitted to 
the jury. Accordingly, the judgment in favor of 
the defendant physician was reversed and the case 
was remanded for a new trial. Foose v. Haymond, 
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Malpractice: Liability of Surgeon for Negligence of 
Orderly.—This was an action for damages for in- 
juries caused by the alleged negligence of the de- 
fendant surgeon. From a judgment in favor of the 
plaintiff, the surgeon appealed to the Supreme Court 
of Colorado. 

The plaintiffs injuries occurred after he had been 
placed on the operating table and had been ren- 
dered unconscious by the anesthetic. The plaintiff 
had been on his back after being administered the 
anesthetic, and Dr. Bowles, the anesthetist, was 
engaged in checking respiration, pulse, and other 
related matters concerning the condition of the 
patient and making a record thereof. An orderly, 
whose name does not appear in the record, was at 
the foot of the operating table and the anesthetist 
was at the patient's head. The defendant surgeon 
entered the room and, although not fully gowned 
and requiring a nurse to tie his gown, gave orders 
to place the patient on his side, which the orderly 
proceded to do. The orderly was holding the plain- 
tiff by the hips in the position as directed when he 
was told to “get a strap” or “strap the patient.” 
Whereupon the surgeon turned to have his gown 
tied, and the anesthetist turned her head and began 
making entries on the chart. The orderly left the 
side of the operating table to get the strap as di- 
rected. The patient then fell to the floor and was 
injured, 

In addition to the surgeon, the anesthetist and the 
hospital were also sued but the jury returned ver- 
dicts in their favor. The defendant surgeon con- 
tended that the patient was under the charge of 
the orderly and the anesthetist when the accident 
occurred, that the orderly was an employee of the 
hospital over whom the surgeon exercised no con- 
trol, and that the anesthetist was an independent 
contractor. The defendant admitted that as chiet 
surgeon he was in command during the operation, 
but contended that his responsibility did not begin 
until the start of the operation. 

Under the evidence, said the Supreme Court, the 
jury could have found all three defendants negli- 
gent. On the other hand there was evidence that 
the anesthetist, under the prevalent practice, had 
the duty of making the chart entries and of necessity 
would have to divert her attention from the patient. 
There is evidence in the record that the orderly 
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was acting on specific orders of the doctor to “get 
a strap”; this evidence, if believed by the jury, 
would support a finding that the orderly had done 
nothing more than obey the orders of the surgeon 
in charge. The verdict of the jury finding the sur- 
geon solely responsible was not in error. 

Under the admittedly complex activity in/ an 
operating room, the court continued, the exact 
moment at which the responsibility of the surgeon 
begins cannot be stated as a matter of law. It is 
not a matter of law when the sole responsibility of 
the hospital ends and the surgeon’s begins or super- 
sedes it. These are questions of fact for the jury 
under the particular circumstances of each case. 
The surgeon cannot arbitrarily fix the time at which 
his responsibility begins. His actions set the time. 
The legal responsibility of the surgeon to his patient 
in a similar case is aptly stated in this wav: 

The patient is helpless under the influence of an anesthetic, 

and absolutely at the merey of the surgeons performing the 
operation, and they are charged with the duty to see that 
no preventable injury results to their patient. Under the 
modern science of surgery a surgical operation, with mod- 
ern hospital appointments, is a complex enterprise. Neces- 
sarily the various agencies that enter into it must be 
performed by different individuals, under the active super- 
vision and direction of the operating surgeons in charge. If 
the operating surgeons were not made liable for the negli- 
gent performance of the duties of those working under them, 
the law in a large measure would fail in affording a means 
of redress for preventable injuries sustained from surgical 
operations. 
The point at which the surgeon assumes super- 
vision and direction in the operating room is the 
crux of the problem, not the time when he begins 
to operate on the patient. 

In this case, concluded the court, the jury was 
justified in determining that the surgeon had en- 
tered the operating room and had assumed com- 
mand and responsibility by giving direct orders 
concerning the placing of the patient in position on 
the operating table, even though he was not actually 
at the side of the patient, at the moment, ready to 
make the first incision. The jury was further justified 
in finding that it was negligence on the part of the 
surgeon to order the attendant to do anything 
which might take him away from the physical per- 
son of the patient without first assuring that some- 
one was at hand to attend and hold the patient. 

Accordingly the judgment of the trial court 
against the defendant surgeon was affirmed. Beadles 
v. Metayka, 311 P (2) 711 (Colorado, 1957). 


Malpractice: Failure of Competent Surgeon to Seek 
Assistance.—This was an action for damages tor 
injuries caused by the alleged negligence of the 
defendant surgeon. The trial court found in favor 
of the defendant. The court of appeals reversed, 
however, so the defendant physican appealed to 
the Supreme Court of Georgia. 
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As summarized by the court, the facts showed 
that the defendant, as a physician and surgeon, 
performed two operations on the patient. During 
the first operation, about 6 in. of a plastic catheter 
was broken off in one of his arteries. The second 
operation, which immediately followed the first 
one, was an unsuccessful effort to locate and _ re- 
move the portion of the catheter adrift in the pa- 
tient’s arterial system. A number of specific allega- 
tions of negligence were made by the plaintiff. 
Those sustained by the court of appeals were that 
the defendant was negligent (1) in failing to 
locate and remove the catheter segment which 
lodged at the bifurcation of the popliteal artery in 
the patient's right leg, and which stopped the flow 
of blood from his knee down to his foot, necessi- 
tating the amputation of his leg because of gan- 
grene; (2) in the rough manner in which he manip- 
ulated the catheter in the patient's arteries; and (3) 
in failing to summon another surgeon to assist him 
betore beginning the second operation. 

In an action brought by a patient against his 
physician or surgeon for malpractice, said the Su- 
preme Court, the presumption is that the medical 
or surgical services were performed in an ordinary. 
skillfull manner, and the burden is on the one 
receiving the services to show a want of due care, 
skill, and diligence. And in such a case the proot 
ordinarily required to overcome such presumption 
of care, skill, and diligence is that given by physi- 
cians or surgeons as expert witnesses. It is the 
general rule in this jurisdiction, continued the court, 
that lavmen, even jurors, and courts, are not per- 
mitted to say what is proper medical and surgical 
treatment; for that is a medical question, But 
where the result of medical treatment is so pro- 
nounced as to become apparent, as where a leg 
or limb which has been broken is shorter than the 
other after such treatment, or where a doctor 
undertakes to stitch a wound on his patient's cheek, 
and, by an awkward move, thrusts his needle in 
the patient's eve, this fact may be testified to by 
anyone competent to testify; and cases of such 
character are the only exception in this jurisdiction 
to the general rule requiring expert medical testi- 
mony to show negligence respecting a physician's 
or surgeon's service to his patient. 

On the trial of this case, the court pointed out, 
a Dr. Ross, as a witness tor the plaintiff, testified 
by deposition, and the defendant was called by the 
plaintiff for cross-examination and questioned at 
great length. No other medical evidence was intro- 
duced, except certain reports which were filed as 
a part of the patient's hospital record. We have 
carefully examined all of the evidence, said the 
court, and are fully convinced that it shows no fact 
or circumstance from which the jury could have 
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found or inferred that the defendant was negligent 
in either of the two respects first mentioned by the 
court of appeals. It clearly shows that the detend- 
ant, in performing the two operations, exercised the 
degree of care, skill, and diligence which any com- 
petent surgeon would be required to employ in 
performing, as here, intricate and dangerous oper- 
ations. 

We think, however, continued the Supreme Court, 
that the court of appeals erroneously held that the 
jury would have been authorized to find or infer 
from the evidence that the defendant was negligent 
in failing to summon another surgeon to assist him 
before beginning the second operation. The de- 
fendant testified that the piece of plastic tube adrift 
in the patient's arterial system could result in a 
variety of serious consequences, and that its pres- 
ence there posed considerable danger. As to an 
immediate necessity for the second operation, the 
evidence showed that the defendant exercised his 
professional judgment in determining that question, 
and this court will not hold that a jury is authorized 
to find that a competent surgeon is negligent in 
performing an operation until he calls some other 
surgeon to assist him. 

The judgment of the court of appeals against the 
defendant physician was accordingly reversed. Shea 
v. Phillips, 88 8. FE. (2) 552 (Georgia, 1957). 
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CQ FOR M.D.S ...RX FOR A 
FASCINATING PASTIME 


A doctor is always on call, but how many doctors 
can boast of having their calls picked up by some- 
one perhaps halfway around the world? About 
2,000! They are all “ham” radio fans, licensed oper- 
ators of amateur short-wave radio stations, and a 
fellow ham anywhere in the world can identify any 
one of them by his special call letters and get a 
message back to him. 

To the layman, the message probably would be as 
undecipherable as the proverbially illegible pre- 
scription. If it is QRR, every other ham in the world 
—and there are some 300,000—would know it was an 
SOS call. On the other hand, if it was CUL OT VY 
73 ES 88 2 UR XYL, an initiated eavesdropper 
would translate “See you later old timer; very best 
regards and love and kisses to your wife.” Serious 
and light business are both part of ham radio’s 
charm. 

To the lonely and the handicapped it provides a 
means of occupation and contact with a large and 
friendly world. To those whose jobs place them in 


V 1é 
195 


Vol. 165, No. 10 


isolated positions, it is a way of keeping in touch. To 
many a doctor, it is “company when I make my calls.” 
It is fun for every ham, and it sometimes provides 
thrills that are hard to match. When the Andrea Doria 
catastrophe happened last July, the first word of the 
disaster was picked up by a ham, Stanley Wolfe, of 
Brewster, N. Y., who is an old New York Herald Trib- 
une man. Mr. Wolfe called the paper, and they were 
the first in the country to carry the news. 

In Los Angeles, Harold Kempel, a moving picture 
operator, was the first, and, until he relayed the news, 
the only person in the world, who knew where the 
crew of the famous raft Kon-Tiki was and what shape 
it was in after the many months since they had left the 
coast of Peru to sail their frail craft across the Pacific 
to Polynesia. Later, when the crew, shipwrecked but 
safe on the island of Raroia, needed help in treating a 
very sick native boy, Harold and his friend, Frank 
Cueves, stood by, day and night, and relayed messages 
from a Los Angeles doctor—messages that saved the 
boy’s life and, under the circumstances, the lives of 
the Kon-Tiki crew as well. 

Such service is taken for granted by amateur radio 
operators. They have stepped into the breach in almost 
every major disaster in this country when other means 
of communication have failed. Certain segments of 
amateur radio bands have been set aside for wartime 
civil defense needs, and it has been found that amateur 
radio groups are among the best prepared and most 
completely equipped of all those participating in the 
civil defense effort. The amateur operator's contribu- 
tion to the technique of radio art has been manifold. 
He is an experimenter and as such does not hesitate to 
tackle problems. Amateurs have certainly had a large 
share in America’s dominance in technological fields 
by developing, in their basement and attic workshops, 
techniques and approaches that were later developed 
further in commercial laboratories. 

Amateur radio is about as old as radio itself. It began 
around the turn of the century when Marconi suc- 
ceeded in spanning the ocean by radio. Since then it 
has grown steadily, until today there are some 150,000 
licensed operators in the United States and, altogether, 
over 300,000 in the world. Amateur radio is the art of 
two-way short-wave communication as practiced by 
amateurs, solely with a personal aim and without pe- 
cuniary interest. It is the only “hobby” established by 
international treaty and by federal statute. The term 
“amateur” is not indiscriminately applied to neophytes 
and dabblers. Properly used, the term connotes posses- 
sion of a proper federal license to operate a sending 
and receiving station within a short-wave band which 
has been set aside, by statute, especially for their use. 

To get a general class license, the applicant must 
pass a comprehensive written examination and be able 
to send 13 words per minute in International Morse 
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Code. A novice class license entails a simpler written 
examination on radio regulations and elementary theo- 
ry and a speed of five words per minute in code. The 
novice license is considered an apprentice license, 
conveys restricted privileges, is good for only one year, 
and: may not be renewed. With some application and 
a little practice, after two or three months of spare- 
time self-training, almost any person can meet the 
requirements. Few amateurs go to school to become 
adept. Most are self-taught. Other licensed amateurs 
are usually helpful, and there are many amateur radio 
clubs that offer organized instruction to new members. 
The American Radio Relay League, West Hartford, 
Conn., the national amateur organization, is a non- 
commercial association of radio amateurs that pub- 
lishes a wealth of technical and operating information 
to meet the needs of beginners. 

The license is issued by the Federal Communications 
Commission, and with it come the “ham’s” call letters. 
The first letter of the call indicates nationality. In the 
United States it is either W or K, or WN or KN for 
the novice license. The next character is a numeral 
indicating the section of the country, and the remain- 
ing letters are the individual call sign of the station. 
Thus W1AW, the headquarters of the American Radio 
Relay League, means a station in the United States, in 
New England, with the call AW. The Radio Amateur 
Call Book, published semiannually in Chicago, lists 
the call letters and the name of every ham in the world. 

An amateur radio station consists of receiving and 
sending apparatus equipped, usually, to use both code 
and voice. The average station uses about 200 watts 
power, but amateurs with 5 to 10 watt power (less 
than one-fifth of what an electric light bulb uses ) have 
been known to establish around the world communica- 
tion. A small but efficient and complete amateur station 
may be built for as little as $30. Between those who 
spend that small sum and the one wealthy amateur 
who is said to have spent $100,000 on his equipment 
are the thousands who spend on an average of from 
$500 to $800. Most hams construct their own trans- 
mitting units; it is cheaper that way and is part of the 
fun. Receiving apparatus, however, is more often 
factory-made; the technical complexities involved 
mean that the factory can do a better job more cheaply. 

While interest in equipment can become close to a 
mania with some fans, the fascination and the fun of 
amateur radio does not depend on a fancy “rig,” as all 
hams refer to their apparatus. A ham never has to be 
alone. A CQ call, the general code for the “I’m on the 
air and want company’ always can get an answer. The 
story is told of the wife of a ham who locked herself 
out while her husband was glued to his set talking to 
a fellow ham in Johannesburg. When she went next 
door to phone she found her neighbor's husband simi- 
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larly occupied and also, as it happened, talking to 
Johannesburg. That simplified matters. The next thing 
her husband knew he was hearing a clipped British 
voice saving, “I say, old man, your wife is locked out 
and freezing to death. Let her in.” 

Language is no barrier to communication between 
hams of different countries. Besides Morse code, there 
are two internationally accepted codes. One is a set of 
43 Q signals that deal with essential technical informa- 
tion. For instance, QRS means “Shall I send more 
slowly?” QRM reports, “I am being interfered with.” 
But the ham sending QRM might just as well mean 
“My wife says to for heaven's sake get off that set and 
come in to dinner!” The other code is a set of abbrevi- 
ations which, although based on English, is understood 
by hams everywhere. The place of operation for every 
ham is a “shack.” A girl friend is a YL (young lady), 
and, when the ham marries the girl, she becomes XYL 
(ex-voung lady). The scorned mass of nonhams is 
known as BCL’s (broadcast listeners ). The term “73” 
is an old telegraph signal meaning “best regards”; 88 
means “love and kisses,” and “30” stands for end of 
transmission. 

Hams talk about practically anything over the air. 
Naturally much of the time is spent discussing techni- 
calities, comparing notes on performance, and discuss- 
ing gear. A “traffic handler” spends a great deal of his 
time relaying messages free of charge for the general 
public. At the end of the last war, GI’s all over the 
world got messages home to their families via devoted 
hams. There is a ham in Slingerlands, N. Y., who spends 
12 to 14 hours a day at his rig arranging radio tele- 
phone communications between GI's stationed in 
Greenland and their friends and families at home. A 
“DX hound” is an airway fisherman, always trying to 
hook some rare or elusive distant part of the world. 
And a “rag chewer” is just a fellow who loves to talk 
and never runs out of subject matter—the weather, his 
girl, his job, the latest gag—providing it is in good taste: 
amateur radio is self-censored and very conscious of 
its own dignity and responsibility. 

The ranks of amateur radio fans include all ages, an 
astonishing variety of professions, and both sexes (al- 
though women are not nearly as interested as men). 
The voungest ham on record is a little girl who became 
fascinated at the age of 6 and had learned the Inter- 
national Code by the time she was 8. Probably the 
oldest on record is a gentleman in Herkimer, N. Y., 
who was still busily “rag-chewing” at 84 vears of age. 
They all talk to each other via the mails as well as the 
air waves. Hams exchange thousands of QSL’s, postal 
size cards which may be mailed anywhere in the world 
for 10 cents. Each QSL is as distinctive as the opera- 
tors fingerprints. He usually designs a special emblem 
to trim it up and uses it as a background for his call 
letters. A ham’s “shack” will be papered with such 
communications. 
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Two magazines, OST, published by the American 
Radio Relay League, and CQ, published in New York 
City, together with the aforementioned Radio Amateur 
Call Book, are the ham’s bibles, and the ARRL is the 
ham’s club. In addition, female operators have organ- 
ized their own league, the Young Ladies’ Radio 
League. The roster of members of all these organiza- 
tions, besides some 2,000 doctors, includes such fa- 
mous names as Herbert Hoover Jr., Gen. Curtis LeMay, 
vice-chief of staff of the Air Force, and Arthur 
Godfrey. 

Any ham who wants to talk to Arthur Godfrey can 
reach him by calling K4LIB. Any ham who wishes to 
locate any of the many doctors and dentists among 
the amateur radio fans can find them listed in a direc- 
tory compiled by Dr. Arthur W. Woods (W4G]W ) 
and Dr. Henry A. Tadgell (WIAGM). A recent and 
exciting book about radio operators is “S. O. S. at Mid- 
night” by Tommy Tomkins (W6ATX). 


MEDICAL FILM REVIEWS 


Hypothyroidism: Its Pathognomonic Diagnosis and Its Treat- 
ment: 16 mm., color, sound, showing time 28 minutes. Pre- 
pared by Paul Starr, M.D., Los Angeles. Produced in 1957 by 
Churchill Wexler Film Productions, Los Angeles, for and pro- 
curable on loan from Warner-Chilcott Laboratories, Morris 


Plains, N. J. 


This motion picture shows patients who have hypo- 
thyroidism, followed by a discussion of the physical 
and biological processes throughout the body that 
are affected by thyroid hormone. The major section 
of the film, on the diagnosis of hypothyroidism, is 
presented with criticisms of the basal metabolic rate 
and radioactive iodine—uptake tests. The laboratory 
method of measuring the serum protein-bound iodine 
(PBL) is illustrated, with evidence of the value of 
this test as a diagnostic aid. Treatment of hypothyroid- 
ism is discussed. Patients are shown to have a rise 
in PBI level, a fall of serum cholesterol value, and 
an increase in basal metabolic rate under thyroid 
medication. The film concludes with a section on the 
instruction of the hypothyroid patient. This is an 
accurate description of hypothyroidism as seen in clin- 
ical practice. Ordinarily, not as much confidence is 
placed upon the PBI level in determining therapy. The 
analysis of blood for PBI is a difficult laboratory 
procedure which demands skilled technicians and 
precise laboratory controls, If one is to prescribe 
medication based on a single laboratory procedure, 
one must recognize that there are many factors which 
may influence the laboratory analysis. The photogra- 
phy is excellent and the film is well organized. This 
film is highly recommended tor general practitioners, 
residents, interns, and medical students. 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films, a regular feature in THE JouRNAL, consist of an intro- 
duction by the author followed by a pictorial digest of actual frame enlargements selected 
as key points of the film. 

RAcPpH P. Creer, Director 
Motion Pictures and Medical Television, Council on Scientific Assembly. 


HYPOTHYROIDISM 
Paul Starr, M.D., Los Angeles 


While classic hypothyroidism (myxedema) is easily recognized, subclinical hypothyroid cases may pre- 
sent no specific diagnostic symptoms. Yet borderline hypothyroidism is a common cause of general debility, 
retarded bone maturation, ovarian and uterine dystunction, fatigue, and cardiac and mental disorders. 
The level of thyroid activity can be determined by the protein-bound iodine (PBI) test, a specific and 
convenient method of measuring serum protein-bound iodine. The optimal dosage of thyroid medication 
may be established simply by increasing the intake until a normal PBI level is obtained. Maintenance 
therapy is then continued through the patient's life, subject, of course, to any dosage modifications indicated 
by periodic laboratory checks. The written review of this film appears on page 1310 of this issue. 
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Fig. 1.—There may be total thyroid hormone deficiency in Fig. 2.—Significant among the body processes affected by 


the cretin or the case of myxedema. However, it is the prev- thyroid hormone deficiency is delayed ossification in children. 
alence of moderate thyroid deficiency that makes the con- Compare the wrist x-ray of a 5-year-old hypothyroid patient 
sideration of hypothyroidism important. (left) with that of a normal child (right). 


~ 
Fig. 3.—Another effect often seen is on muscle fiber. De- Fig. 4.—Lack of thyroid affects the smooth as well as the 
generation is often manifested by undue fatigue, lack of striated muscles. This is particularly noticeable in sluggish 


endurance, muscular weakness, and pain. contractibility of the colon, resulting in chronic constipation. 
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Fig. 5.—Myocardial tissue is also affected. An evidence is 
this flat electrocardiographic recording contrasted with one 
taken four months after the start of thyroid therapy. 


Fig. 6.—The central nervous system is greatly affected as 
evidenced by loss of memory, sluggish mental activity, som- 
nolence, or even psychosis in the myxedema _ patient. 


Fig. 7.—An evidence of the biochemical disturbance re- 
sulting from thyroid hormone deficiency is the rise in choles- 
terol content with a decrease of thyroid hormone in the blood. 


Fig. 8.—The endocrine glands are affected, especially the 
pituitary in its relation to the thyroid, adrenal cortex, and 
gonads. 


Fig. 9.-The basal metabolic rate apparatus should not 
be relied on for unequivocal diagnosis, since it frequently 
does not reveal hypothyroidism. 


Fig. 10.—It is believed that the best screening procedure 
is to measure circulating thyroid hormone in the blood by 
means of the serum protein-bound iodine (PBI) level. 
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Fig. 11.—The serum can be taken during office hours with- Fig. 12.—Batches of specimens are incinerated preparatory 
out requiring a basal state, or that the patient fast or rest. to color development. 


Fig. 13.—The amount of iodine measured is in thousandths Fig. 14.—This woman generally appeared healthy, but her 
of a milligram. One technician should be able to perform PBI level was only 2 mcg. Three grains (0.2 Gm.) of thy- 
400 tests a month. roid daily raised the level to 5.4 meg. within four months. 


Fig. 15.—Continued administration eventually depresses Fig. 16.—The need for thyroid medication is frequently 


the endogenous output of thyroid hormone, requiring in- greater during pregnancy. This patient miscarried twice. Her 
creased dosage. Once the maintenance dose is finally estab- PBI level was 3.3 mcg. Thyroid medication resulted in two 


lished, thyroid should then be taken for life. successful pregnancies. 
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Fig. 17.—Patient was unable to become pregnant. History 
and physical examination revealed little, but her PBI level 
was 2 meg. Patient became pregnant 30 days after being put 
on therapy of 1 grain (60 mg.) of thyroid daily. 


Fig. 19.—At 8 years of age, patient showed nodular goiter. 
His weight was 106 lb. (48 kg.) and bone age, 2 years. 
Though he had been taking 4 grain (15 mg.) of thyroid 
since infancy, his PBI level was only 1 mcg. He suffered a 
severe reaction whenever dosage was increased. 


Fig. 21.—The smaller of these identical twins was thyroid 
deficient. After nine months of medication, patient’s bone age 
increased from 18 months to 3 or 3% years and she grew 


4 in. 
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Fig. 18.—Goiter is usually a significant sign that the system 
requires thyroid hormone. This patient was much improved 
on thyroid medication after her goiter had increased in size 
during two pregnancies. 


Fig. 20.—The patient’s inability to tolerate an increased 
dose suggests that the increase was too rapid. Actually, the 
nervousness was a sign of the deficiency. Symptoms disap- 
peared on a gradual increase in dosage to 2 grains (0.12 
Gm.) daily. 


0-2...myxedema 
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4-5. . .low-normal 


Fig. 22.-The degree of thyroid insufficiency is indicated 
by the PBI scale. Many thousands of patients have low serum 
thyroid hormone levels which may now be easily detected 
by the PBI determination. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Glutamic-Oxalacetic Transaminase in the Diagnosis 
of Myocardial Infarction: Il. Comparison of Serum 
Transaminase Activity with Determinations of 
Serum Aldolase, Cholesterol, «.-Globulin, Iron, 
Copper and Lactic Dehydrogenase. A. Hanson and 
G. Bidrck. Acta med. scandinav. 157:493-502 (No. 6) 
1957 (In English) [Stockholm]. 


Serum glutamic oxalacetic aminopherase (trans- 
aminase) levels were determined in 158 patients 
with suspected myocardial infarction. The results 
obtained confirmed the previous impression of the 
great diagnostic usefulness of this method in pa- 
tients in whom the diagnosis of myocardial infare- 
tion is not certain. Normal transaminase values— 
if obtained neither too early nor too late after the 
onset of symptoms—almost exclude the diagnosis 
of infarction. Because the serum transaminase test 
is quite expensive to be used as a routine measure, 
comparisons were made in 78 patients of the re- 
sults of the serum transaminase determinations 
with those of the determinations of serum aldolase, 
cholesterol, alphay-globulin, iron, copper, and lactic 
dehydrogenase levels. 

The determinations, except those of serum choles- 
terol, showed a definite but not constant relation- 
ship to serum transaminase activity when the latter 
exceeded 40 units but little or no relationship when 
it was below 40 units. Serum aldolase, alphay- 
globulin, copper, and lactic dehydrogenase levels 
followed the general pattern of serum transaminase 
activity in most patients, but serum iron levels 
showed an opposite trend. Half the copper values 
described as “parallel,” however, fall within the 
range of normal variability. In many patients in 
whom a general parallelism was observed, a time 
lag of 24 hours was found when compared with the 
transaminase values. Because of the relatively low 
specificity and the time lag, none of these determi- 
nations can completely replace the determinations 
of the serum transaminase levels, but the determi- 
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nation of the serum lactic dehydrogenase levels may 
serve a similar purpose and perhaps be used with 
some advantage in patients who are admitted to 
hospital at a time when the peak of the serum 
transaminase activity may already be passed. The 
specificity of the determination of the serum lactic 
acid dehydrogenase level appears to be somewhat 
inferior to that of the serum transaminase level. 
Being less expensive than the serum transaminase 
test, it may be used as a screening test in suitable 
cases. Both the transaminase and the lactic dehy- 
drogenase tests give certain indications as regards 
prognosis. 


Clinical Considerations on Virus Pneumopathies. 
A. Carotti. Minerva med. 48:2255-2259 (June 27) 
1957 (In Italian) [Turin, Italy]. 


The author reports on a group of 20 patients sus- 
pected to have virus pneumonia. The patients 
presented acute disturbances in the respiratory 
apparatus. The pneumopathy was the only symp- 
tom present in some patients and in others was 
combined with pathological manitestations of the 
liver or of the nervous system. Each patient pre- 
sented a different roentgenologic picture. Treat- 
ment with chloramphenicol had an immediate and 
lasting beneficial effect on the fever and on the 
general condition of the patients. Virus pneumo- 
pathies are difficult to differentiate from pneumo- 
pathies of the tuberculous or the neoplastic type. 
The epidemiologic criterion, when it exists, is help- 
ful in diagnosing virus pneumopathy. 


Absence of Pulse in Both Upper Extremities Due 
to an Aortic Arch Anomaly. A. C. Azevedo, R. Rou- 
bach, A. A. DeCarvalho and others. Brit. Heart J. 
19:438-440 (July) 1957 [London]. 


The authors report on a 30-year-old man with 
absence of the pulse in both upper extremities. 
Pulses were normal in the arteries of the legs and 
the neck. Intercostal collateral circulation and rib 
notching were revealed by chest roentgenograms. 
The absence of pulses in both upper extremities 
with normal or increased pressure in the lower 
extremities has been described in patients with the 
so-called pulseless disease caused by arteritis of 
the aortic arch, the outstanding symptoms of which 
were visual disturbances and syncopal attacks. The 
absence of these symptoms and the normal pulses 
in both carotid arteries were the reasons for reject- 
ing a diagnosis of arteritis of the aortic arch and 
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for suspecting a congenital anomaly of the aortic 
arch. Also in favor of such an anomaly was the 
history which revealed that a diagnosis of heart 
disease had been made at the age of 15 vears, and 
the normal condition of the upper extremities as 
far as temperature, trophic state, and strength were 
concerned. Selective angiocardiography was _ per- 
formed, which in the course of the opacification of 
the aortic arch showed a single large vessel coming 
off from the arch and giving branches only to the 
neck. The patient had been admitted to hospital 
because of signs of heart failure which cleared up 
rapidly when digitoxin was given; the blood pres- 
sure was restored to normal with reassurance and 
administration of Rauwolfia. 


Minimal Pulmonary Tuberculosis: An Early Evalu- 
ation in the Recent Antimicrobial Era. V. R. Krue- 
ger and J. W. Vance. Am. Rev. Tuberc. 76:64-75 
(July) 1957 [New York]. 


In a series of 95 patients with minimal tubercu- 
lous pulmonary infections there were 2 peaks of 
population, one in the 20-to-40-vear group and the 
other in the 60 and older group. Most of the voung 
patients were females and most of the older were 
males. The patients had previously received chemo- 
therapy. Roentgenographically demonstrable le- 
sions occurred with approximately equal frequency 
in either of the upper lobes. Bilateral upper lobe 
disease was present in 23% of the patients. Almost 
one-half of the cases of minimal disease were found 
by means of survey films. Bacteriological studies on 
admission, sputums, and gastric cultures were the 
most frequent source of tubercle bacilli. Reversal 
of infectiousness was achieved in most patients 
within one month after admission. Relapses were 
benign and readily controlled. No deaths or -pro- 
gression of the disease were observed. The optimal 
time for operation has not been determined. In the 
surgically treated group more relapses were seen 
if the preoperative treatment had been less than 4 
months. The surgical patients did not do better 
than those treated nonsurgically; 23% had _ signifi- 
cant surgical complications. Indications for resec- 
tion of minimal pulmonary tuberculosis are not 
defined. 


Treatment of Pulmonary Tuberculosis with High 
Doses of Pyrazinamide and Isoniazid Given Alter- 
nately. MI. Reale, A. Garaventa, G. Paoli and others. 
Gazz. med. ital. 116:245-254 (June) 1957 (In Italian) 
(Turin, Italy]. 


Fifty patients with pulmonary tuberculosis were 
treated with high doses of pyrazinamide and isonia- 
zid on alternate days. A first group of 16 patients 
was given 2 to 2.5 Gm. of pyrazinamide. A second 
group of 34 patients received up to 7 Gm. of pyra- 
zinamide per day during the days on which this 
drug was given. The patients of the first group re- 
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ceived 3 Gm. per day of isoniazid and the patients 
of the second group a dose of 1.5 Gm. of isoniazid 
per day during the davs when this drug was given. 
Fifteen patients had an exudative form of pul- 
monary tuberculosis and 35 had a chronic form but 
had recently suffered an exudative episode. Most 
of the patients presented one or more cavities. 
Some patients presented serious toxic symptoms, 
and some were in poor general condition. Most 
patients had been previously treated with anti- 
biotics. The pyrazinamide-isoniazid treatment lasted 
for from 2'2 to 8 months. Roentgenologic examina- 
tion showed complete recovery after 142 months of 
treatment in one patient and after 4 months in 2 
patients. None of the patients presented icterus 
during or after the treatment. Retention of brom- 
sulfalein occurred in one patient after 68 days of 
treatment and in another patient after 106 days of 
treatment. Treatment had to be interrupted because 
of nausea and gastric pain in 4 patients. These pa- 
tients had suffered digestive disturbances even be- 
fore they were subjected to the treatment. Painful 
articular reactions were not observed. For best 
results the authors advise administration of isonia- 
zid-aminosalicylic acid on termination of the pyra- 
zinamide-isoniazid treatment. 


Treatment of Pulmonary Tuberculosis with High 
Doses of Isoniazid Alternated with Other Antibac- 
terial Drugs. \Il.Reale, A. Garaventa, G. Paoli and 
others. Gazz. med. ital. 116:254-262 (June) 1957 
(In Italian) [Turin, Italy]. 


The authors report on 110 patients with pul- 
monary tuberculosis treated with high doses of 
isoniazid (1.5 Gm.) alternated with aminosalicvlic 
acid (15 to 20 Gm.). Sixty-six patients were male 
and 44 female. Most of the patients were under 40 
vears of age. Eighty-three patients presented cavi- 
ties with a diameter greater than 3 cm. The treat- 
ment lasted for an average of 4'2 months. The 
drugs were administered by mouth; intravenous 
administration by slow perfusion had to be dis- 
continued because of intolerance. The treatment 
was suspended because of gastrointestinal irritation 
in 14 patients. The treatment was continued later 
by giving a lower dose of the specific drug that 
caused the irritation. An epileptic patient suffered 
a mild attack during the treatment. The general 
condition of all patients improved; 98 patients 
gained weight, 12 gaining more than 10 kg. (22 Ib.). 
Examination of the sputum gave negative results 
in 24 of 30 patients whose sputum had been positive 
before the treatment. Good results were obtained 
in 53 of the $3 patients with cavities. Five relapses 
occurred in a group of 42 patients whose cavities 
had been closed for at least a year. The authors 
think that the treatment is indicated especially for 
young patients with destructive and extensive forms 
of pulmonary tuberculosis. 
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Differential Diagnosis of Bronchogenic Carcinoma 
and Pneumonia in Patients More than Forty Years 
Old. D. O. Shields, R. S. Meador, H. M. DuBose 
and P. L. Richburg. Am. Rev. Tuberc. 76:47-63 
(July) 1957 [New York]. 


A most difficult diagnostic problem is differ- 
entiating between pneumonia bronchogenic 
carcinoma in middle-aged and elderly patients. 
Pneumonia in these patients usually shows roent- 
genographic clearing in more than 50% at 4 to 6 
weeks. Bronchogenic carcinoma resembling pneu- 
monia usually shows roentgenographic clearing of 
less than 50% at 4 to 6 weeks. From 20 to 25% of 
the patients with pneumonia in this study showed 
unsatisfactory roentgenographic clearing 2 and 3 
weeks after admission. Gradual onset of symptoms, 
slow defervescence, and findings of obstruction 
were suggestive in differentiating pneumonia from 
bronchogenic carcinoma. The presence of thicken- 
ing, fixation, and constriction appeared to be strong- 
ly suggestive of bronchogenic carcinoma, even 
when a positive histological diagnosis could not be 
made after bronchoscopy. It is practically impossi- 
ble to differentiate localized chronic pulmonary 
suppuration from bronchogenic carcinoma. A most 
careful selection of patients for thoracotomy should 
always be made. 


The Hilar Lymph-Nodes in Sarcoidosis with Special 
Reference to Prognosis. H. Smellie and C. Hoyle. 
Lancet 2:66-70 (July 13) 1957 [London]. 


The authors observed 200 patients with sarcoido- 
sis, 66 of whom had radiological evidence of en- 
larged hilar lymph nodes when first seen, although 
the lung fields were normal. Thirty-three of the 
patients were observed for more than 2 years, with 
a maximum of 16 years; 20 from 1 to 2 years, and 
the other 13 for less than a year. Most of the pa- 
tients came into the hospital for investigation, in- 
cluding a detailed account of their occupations; 
clinical, ophthalmological, and hematological ex- 
aminations; sensitivity to tuberculin and occasion- 
ally to histoplasmin; sputum or gastric washings; 
and repeated urine cultures to exclude tuberculosis. 
Roentgenograms of the chest were taken serially, 
and, when necessary, they were supplemented by 
fluoroscopy and by hilar tomograms. The diagnosis 
of sarcoidosis was based upon the presence ot 
epithelioid-cell follicles in biopsy material. Liver 
biopsy was done in 40 patients and follicles were 
found in 22; in addition they were found in the 
conjunctiva in 7, the skin in 5, superficial lymph 
nodes in 3, and a bronchus in 1. The diagnosis was 
confirmed histologically in 34 patients. The diag- 
nosis also depended on the roentgenologic appear- 
ance, the absence of Mycobacterium tuberculosis 
in cultures, and usually a low or absent sensitivity 
to tuberculin. A normal leukocyte pattern and an 
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absence of progressive loss of health was also re- 
quired. After the investigation most of the patients 
came to a special clinic each month. They were 
allowed a normal life and were not treated except 
for complications; 2 required cortisone and anti- 
tuberculous drugs for an early severe uveitis and 4 
others for progressive infiltration in the lungs. 

The ages of the patients ranged from 18 to 63, 
but the majority were between 20 and 35 years of 
age. While none gave a family history of sarcoidosis, 
29 gave a history of contact with tuberculosis. 
Twenty-eight of the 66 patients presented symp- 
toms which might be associated with sarcoidosis, 
such as erythema nodosum, uveitis, skin sarcoids, 
polyarthritis, and parotitis. In 12 others enlarged 
hilar nodes were found during the study of minor 
complaints and in 26 enlarged nodes were found 
on routine radiography. The enlargement of the 
hilar nodes was bilateral, moderate, and roughly 
symmetrical, and there was a sharp lobulated outer 
border. The right paratracheal node was affected 
in about half the patients. Calcification never ap- 
peared. In two-thirds the lung fields remained 
normal, and the enlargement of the nodes regressed 
in 33 of 45 and did not recur. Pulmonary infiltra- 
tion appeared in the remaining third (21 of 66), and 
12 of these achieved a normal radiograph. Of the 
66 patients in the series 45 had a normal radiograph 
eventually, usually within a year of coming under 
observation. Progressive pulmonary fibrosis devel- 
oped in 3 patients only. Most patients kept well and 
led normal lives. Bilateral enlargement of the hilar 
lymph nodes is characteristic of early sarcoidosis, is 
harmless in itself, and has an excellent prognosis. 
Treatment is required only for some associated 
lesions, of which uveitis and persistent pulmonary 
infiltration are the most important. 


Effect of Acute Fat Loads on Serum Lipids in 
Atherosclerosis. L. Horlick. Circulation Res. 5:368- 
374 (July) 1957 [New York]. 


The response of the lipid levels to a fat load was 
studied in a group of normal males and in that of 
atherosclerotic patients. The mean level of serum 
cholesterol did not change appreciably in either 
group following the test meal, although there were 
considerable variations about the mean in indi- 
vidual cases. There was a slight increase in lipid 
phosphorus and a resultant fall in the cholesterol- 
phosphorus ratio. The level of serum fatty acids 
rose in both groups and appeared to decline some- 
what faster in the control group. Lipoprotein. sta- 
bility as measured by lecithinase test was unaltered 
by the fat meal in both groups. The onset of tur- 
bidity was definitely earlier in the atherosclerotic 
group. No increase in thymol turbidity occurred 
after the fat meal in either group, when the effect 
of chylomicrons was eliminated. The authors did 
not observe any real differences in response to a 


1318 MEDICAL LITERATURE ABSTRACTS 


single tat meal between normal and atherosclerotic 
patients. Unlike the metabolic defects in diabetes 
mellitus, which can be uncovered by a glucose load. 
the metabolic faults in patients with atherosclerosis 
are not readily influenced by single or repeated 
high-fat meals. 


Summary of the Results Obtained with Intracavi- 
tary Aspiration in 98 Patients. Ml. Giaquinto and G. 
Mauro. Arch. tisiol. 12:353-360 (March) 1957 (In 
Italian) [Naples]. 


The results obtained with intracavitary aspiration 
in 98 patients are reported on. The patients were 
14 to 57 vears old, most of them between 26 and 
35; the age group 36 to 45 was second in frequency. 
The patients had derived no benefit from previous 
treatment. The results of intracavitary aspiration 
could not be assessed in 6 patients who were not 
followed because transferred to other hospitals. 
Fifty-one patients recovered after aspiration alone, 
22 after aspiration combined with thoracoplasty. 
Recovery was expected in 11 patients who were 
still being treated. Except for 8 patients in whom 
the results were negative, aspiration improved the 
general and local condition of the patients. The 
proper use of antibiotics was of great benefit. Late 
results were satisfactory. 


The L. E. Phenomenon in Rheumatoid Arthritis. 
L. J. A. Parr, E. A. Shipton, P. Benjamin and 
P. H. H. White. M. J. Australia 1:900-905 (June 29) 
1957 [Svdnev]. 


The authors present the history and their own 
clinical experiences with the use of antimalarial 
drugs such as quinacrine (mepacrine) or chloro- 
quine in the treatment of lupus erythematosus. The 
question arose whether all the patients who re- 
sponded tavorably had arthritic manifestations of 
disseminated lupus erythematosus or had_ typical 
rheumatoid arthritis with associated L. E. cells, or 
whether there was a close link between these 2 
diseases, the L. E. cell being the manifestation of 
common parentage. The authors cite some of the 
reports that induced them to use the antimalarial 
drugs in rheumatoid arthritis, and the results they 
achieved with this treatment. Discussing the ap- 
pearance of the L. E. cell in lupus erythematosus 
they show how difficult it is to ascertain whether 
the L. E. cell is specific for that disease. They in- 
vestigated the L. E. phenomenon in 55 patients 
with rheumatoid arthritis. The L. E. cells were 
found in 35 of the patients. 

The 20 patients with rheumatoid arthritis in 
whom the L. E. cells were not demonstrated did 
not differ clinically from the 35 in whom they were 
found, except when the presence of a typical rash 


suggested the diagnosis of disseminated lupus. 


erythematosus and rheumatoid arthritis. The blood 
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of these patients was examined only once for the 
phenomenon. Only 7 patients of the 35 showing 
the phenomenon previously had steroid 
therapy. It would seem from these observations 
that the L. E. cell phenomenon is much more 
common in rheumatoid arthritis than was previous- 
lv thought. Whether the presence of the L. E. 
phenomenon indicates that the disease should be 
designated as systemic lupus erythematosus with 
arthritis rather than as rheumatoid arthritis the 
authors are not in a position at present to decide. 
It is possible that the phenomenon represents a par- 
ticular reaction of the connective tissues to an 
antigen, either bacterial or chemical, a nonspecific 
antigen-antibody effect. If patients who show the 
L. E. phenomenon are considered to be suffering 
from systemic lupus erythematosus, then the whole 
concept of rheumatic disease must be altered and 
a new approach to treatment will be necessary, 
with careful differentiation of the 2 types of disease. 


The Significance of the L. E. Cell Test. D. C. 
Cowling and I. D. Thomas. M. J. Australia 1:905- 
909 (June 29) 1957 [Svdney]. 


Various methods of performing the L. E. test 
have been introduced, and certain procedures 
enhance its sensitivity. The authors performed 400 
L. E. tests, some being repeated tests. The test 
proved positive in 46 of the patients, and the his- 
tories of 39 of these were reviewed. Typical dis- 
seminated lupus erythematosus was observed in 9 
patients, rheumatoid arthritis in 8, hepatitis in 10, 
hemolytic anemia in 4, cardiac failure in 2, pe- 
ripheral vascular disease in 4, and miscellaneous 
disorders in 2. Discussing the mechanism of the 
test, the author says that the components necessary 
are (1) living polymorphonuclear cells, (2) dead 
cells as a source of nuclear material; and (3) a 
serum factor, which is a gamma globulin compo- 
nent. As a result of observations on the group of 
patients with hepatitis and the finding of the L. E. 
cell phenomenon in patients with acquired hemo- 
lytic anemia, the authors believe that the L. E. cell 
test indicates the presence of autoantibodies to a 
component of cell nuclei. By comparison, in the 
acquired hemolytic anemias, the presence of ery- 
throphagocytosis has been accepted for some time 
as evidence of a circulating antibody to erythro- 
cytes. 

The test has been regarded as specific for dis- 
seminated lupus erythematosus and allied disorders, 
but in view of the wide variety of clinical features 
in patients with the L. E. phenomenon, the authors 
believe that it is specific for a group of conditions 
leading to production of autoantibodies and that 
it is not necessary to regard all patients who give 
a positive result to the test as having disseminated 
lupus erythematosus. 
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Microlithiasis Alveolaris Pulmonum: A Case Re- 
port. E. L. Foote. J. Maine M. A. 48:230-31 and 238 
(July) 1957 [Brunswick]. 


The author reports on a 63-year-old white man 
with microlithiasis of the alveoli of the lung. The 
patient had had symptoms of hypertensive and 
arteriosclerotic heart disease with episodes of con- 
gestive heart failure without x-ray evidence of pul- 
monary infarctions. Death was caused by a mas- 
sive intracranial hemorrhage from an_ arterioscle- 
rotic plaque in the basilary artery. Autopsy revealed 
numerous intra-alveolar concretions. The latter 
were ossified, in contrast to many of the previously 
reported cases in which calcification was the pre- 
dominating feature. The concretions were small 
and involved single alveoli. Possible organization 
of alveolar exudation after congestive heart failure 
is considered as a causative factor. Earlier cases of 
microlithiasis of alveoli of the lung collected from 
the literature were also diagnosed at autopsy, but 
later characteristic x-ray pictures were recognized; 
they consisted of areas of mottling and density, at 
times obscuring normal structures. In some cases, 
the increased density was in the mid-lung portion. 
The diagnosis of the disease was first established 
in 1954 by lung biopsy. 


Polyarteritis Nodosa and Its Treatment with ACTH 
or Cortisone. S. Johnsson and T. Leonhardt. Acta 
med. scandinav. 157:479-492 (No. 6) 1957 (In Eng- 
lish) [Stockholm]. 


Two women and 5 men with histologically con- 
firmed polvarteritis nodosa were treated with cor- 
ticotropin (ACTH) and/or cortisone. Three patients 
were given corticotropin alone, 3 both cortisone 
and corticotropin, and 1 cortisone only. Four pa- 
tients received only 1 course of hormone therapy, 
2 received 3 courses, and 1 patient received 5 
courses. The duration of the courses varied from 14 
to 163 days. The total dose of corticotropin varied 
from 190 to 800 I. U. and the doses of cortisone 
ranged from 5.5 to 17.5 Gm. Four of the 7 patients 
had been treated with sulfonamides for various 
conditions before the onset of polyarteritis nodosa, 
and 1 of these patients died of a fulminant recur- 
rence after subsequent re-treatment with sulfona- 
mides. One patient had repeated attacks of diarrhea 
with blood-stained stools for which he was treated 
with phthalylsulfathiazole. The diarrhea had be- 
come worse when cortisone therapy was instituted. 
Diarrhea and intestinal bleeding persisted, and the 
patient died. Autopsy revealed grave ulcerative 
changes in the colon. Microscopic examination re- 
vealed unexpected lesions of polyarteritis nodosa in 
the intestines, spleen, and lungs. It seems possible 
that in patients with ulcerative colitis sultonamide 
treatment may lead to complicating polyarteritis 
nodosa. It is difficult to say whether the sulfona- 
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mide treatment was of causal significance in the 
other patients who had been treated with sulfona- 
mides before the onset of polyarteritis nodosa; in 
the patient in whom re-treatment with sulfona- 
mides was followed by fulminant recurrence of 
polyarteritis nodosa the sulfonamide therapy was 
evidently the cause. 

Six of the 7 patients obtained a good primary 
result from the hormone therapy, with improve- 
ment in the general condition and a decrease in the 
severity of symptoms. Two of the 7 patients were 
still alive 54 years and 2 years, respectively, after 
discontinuation of hormone therapy. These 2 pa- 
tients did not show any signs of reactivation of 
their polyarteritis nodosa and apparently were 
healed. Three patients with a primary satisfactory 
response died 3'2 months, 2% years, and 1 year 
after hormone therapy had been instituted. Careful 
examination of the heart, lungs, liver, kidneys, 
spleen, and muscles at autopsy did not reveal ac- 
tive polyarteritis nodosa. One patient died 6 weeks 
after the hormone therapy of cerebral thrombosis, 
which was probably not a complication of poly- 
arteritis nodosa. The remaining patient with the 
clinical picture of ulcerative colitis was the only 
one who did not respond to any appreciable degree 
to the hormone therapy. 

The results obtained in these patients and in 34 
patients with polyarteritis nodosa treated with cor- 
ticotropin or cortisone collected from the literature 
suggest that hormone therapy is the most promis- 
ing treatment for polyarteritis nodosa. It can ap- 
parently delay or prevent further progression of 
the disease and even induce remissions, and occa- 
sionally patients may be cured. Irreversible or- 
ganic changes are, however, common in this dis- 
ease and prognosis is difficult. Symptoms and signs 
of cardiorenal insufficiency are likely to make the 
outcome less favorable but should not always be 
considered as a_ contraindication to hormone 
therapy. The best response to hormone therapy can 
be expected when treatment is started in an early 
stage of the disease and in the absence of symp- 
toms of cardiorenal disease. Despite the immediate 
response to hormone therapy, recurrences are to be 
expected but repeated treatment may induce a 
lasting remission. 


The Problem of Hiatus Hernia Complicated by 
Peptic Esophagitis. G. E. Lindskog and J. L. Kline. 
New England J. Med. 257:110-113 (July 18) 1957 
| Boston]. 


Of 41 patients with a sliding type of esophageal 
hiatus hernia, 12 had complicating peptic esoph- 
agitis. The age of these patients ranged between 
39 and 74 years; 8 were male. The male preponder- 
ance is characteristic of the “ulcer diathesis.” The 
causative factor common to all patients of this 
group was the reflux of corrosive gastric juices 
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through an incompetent esophagogastric sphincter. 
Six different methods of treatment were employed 
in the 12 patients, a fact that points out the com- 
plexities and the need of individual treatment of 
each patient. Conservative treatment was used in 
3 patients because of their advanced age; 2 ob- 
tained relief of symptoms, 1 was well for 2 years 
and will accept the required operation. Repair of 
the hernia alone gave excellent results in 3 patients 
with mild esophagitis. Distal esophagectomy and 
extensive proximal partial gastrectomy with esoph- 
agogastric anastomosis were performed on 5 pa- 
tients who had irreversible cicatricial changes 
within the muscularis of the distal esophagus and 
concomitant stenosis. One unfavorable result was 
in a patient with chronic alcoholism who consented 
to a phrenic crush alone. 


A Family Reunion: A Study of Hereditary Hemor- 
rhagic Telangiectasia. R. M. Bird, J. F. Hammar- 
sten, R. A. Marshall and R. R. Robinson. New Eng- 
land J. Med. 257:105-109 (July 18) 1957 [Boston]. 


The study of a large family in which 32 of 170 
members (19%) were affected with hereditary 
hemorrhagic telangiectasia was stimulated by a 
60-year-old patient. This patient gave a 15-year 
history of recurrent massive epistaxes, tongue bleed- 
ing, and hematuria and was found to have nu- 
merous lesions of hemorrhagic telangiectasia scat- 
tered over the lips, tongue, face, and extremities 
as well as in the urinary bladder. All the living 
members of the patient’s family were examined. 
None of the spouses was found to have the disease. 
The mode of transmission was that of a simple 
autosomal dominant. No genetic linkage was found 
between hereditary hemorrhagic telangiectasia 
and certain blood groups. The typical lesion was a 
macule that resembled a crushed spider, 2 or 3 mm. 
in diameter, cherry red and not elevated. The 
larger nodular and spiderlike lesions usually ap- 
peared in the skin much later in the disease. Overt 
telangiectasia became increasingly manifest with 
age, the characteristic lesions increasing both in 
size and number. Although the telangiectases them- 
selves did not pulsate, hemorrhage from these 
lesions in the nose or tongue were profuse and 
pulsatile, as if an artery had been severed. The sites 
of hemorrhage in the affected members of the 
family were chiefly nose and mouth; gastrointestinal 
or genitourinary bleeding occurred only in those 
with bleeding from a more accessible site as well. 
Only 2 members gave a history of hemoptysis. An 
impressive history of recurrent nasal hemorrhage 
in childhood was given by 85% of the members 
with skin lesions. One member died of hemorrhage. 
The disease had no sex predilection. There was no 
skipping of generations. It is remarkable that none 
of the members of the 5th generation was affected 
by the disease. The family showed a remarkable 
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adjustment to this life-threatening disease. Clannish 
attitudes had been fostered that robbed hemor- 
rhage of its usual importance. High values were 
placed on independence and resourcefulness. Pro- 
creation was encouraged. 


Hereditary Pancreatitis. J. B. Gross and M. W. 
Comfort. Proc. Staff Meet. Mayo Clin. 32:354-360 
(July 10) 1957 [Rochester, Minn.]. 


It is not generally appreciated that chronic re- 
lapsing pancreatitis may occur in a familial form. 
In 1952, Comfort and Steinberg had _ reported 
chronic relapsing pancreatitis in 4 members of a 
single family. In the same year Gross and Comfort 
observed a second family in which chronic relaps- 
ing pancreatitis affected multiple members; in this 
family 3 adults are definitely affected and possibly 
2 others. Early in 1955 a third such family came to 
their attention. Information accumulated since that 
time indicates that 6 members are definitely af- 
fected, with at least 8 others suspected, but not yet 
proved, to have the disease. The pedigrees of these 
2 unrelated families are presented, and observa- 
tions on these families confirm the original impres- 
sion that in certain families chronic relapsing 
pancreatitis is transmitted as an autosomal domi- 
nant gene. 

The hereditary form of the disease appears to 
resemble the sporadic form in most respects. The 
hereditary form differs in that it appears to begin 
earlier in life, to date has involved females pre- 
dominantly, and is, so far, unassociated with chronic 
alcoholism or gallstones. The cause and_patho- 
genesis of hereditary pancreatitis are not known; it 
is suspected that the inherited defect predisposing 
to recurring bouts of pancreatitis is metabolic in 
nature. The significance of minor abnormalities of 
porphyrin excretion in 4 persons in these 2 families 
seems questionable. It appears quite probable that 
the hereditary form of chronic relapsing pancreatitis 
occurs more frequently than has been realized in 
the past and that increasing awareness of the entity 
will result in the discovery of a larger number of 
families so affected. 


Pheochromocytoma: Report of Five Cases, One a 
Spontaneous Cure. D. D. Albers, E. H. Kalmon 
and K. C. Back. Tr. South Centr. Sect. Am. Urol. 
A., pp. 97-104 (Oct.-Nov.) 1956 [Kansas City, Mo.]. 


The histories of 4 patients with pheochromocy- 
toma are added to the literature. In one patient the 
tumor seemed definitely malignant and in the other 
3 patients they were histologically benign. A fifth 
case, which had been reported previously, is re- 
viewed. One of the patients experienced a spon- 
taneous cure as the result of a hemorrhage into the 
tumor. This was demonstrated by the disappear- 
ance of pressor substances from the urine before 
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operation was performed. Provocative tests were 
not employed in this series of patients, but ben- 
zodioxane and Regitine were very helpful. The 
intravenous injection of the urine of the patients 
into dogs to demonstrate pressor substances pro- 
duced positive results in each of the patients, and 
retroperitoneal pneumography localized the tumor 
or tumors in each of the patients in whom it was 
used. The detection of 5 patients with pheochromo- 
cytoma in the past 4 years, and in a community 
(Oklahoma City) where none had previously been 
reported, proves the value of all the publicity given 
this type of tumor in recent years. 


Kartagener’s Syndrome. J. J. Krejci and B. S. Klei- 
man. Maryland M. J. 6:385-390 (July) 1957 [Balti- 
more]. 


Kartagener’s syndrome is a rare triad of total 
situs inversus, bronchiectasis, and rhinopharyngo- 
sinusopathy. Involvement of the upper respiratory 
tract includes deviation of the nasal septum and/or 
nasal ployposis; pharyngeal disease usually includes 
hyperplasia of lymphoid tissue; the sinusopathy 
may be inflammatory, degenerative, or develop- 
mental in nature. The authors present the history 
of a 41-year-old man with Kartagener’s syndrome. 
Some 104 patients with this syndrome had been 
reported up to 1955. The theory that there is a 
common congenital origin of the 3 elements of the 
triad of Kartagener is further substantiated by the 
finding of Kartagener’s syndrome in twins and sib- 
lings. The bronchiectatic lesions, pathologically, 
are not different from those observed in the usual 
bronchiectasis of the so-called acquired type. It is 
stressed that, when the physician is confronted with 
situs inversus, he must entertain the diagnosis of 
Kartagener’s syndrome and evaluate the nature of 
any associated pulmonary parenchymal disease. In 
the patient presented, it was of advantage that 
Kartagener’s syndrome was thought of early in the 
course of the disease. Awareness of the syndrome 
prevented uncertainty as to the nature of the pul- 
monary disorder. Decisions concerning the need 
and the proper time for surgery and choice of an- 
esthesia were thereby facilitated. 


Sarcoidosis, Hypercalcemia and Treatment with 
Cortisone. L. Koster, H. A. Valkenburg, K. J. H. 
Verschoof and others. Neder]. tijdschr. geneesk. 
101:1166-1171 (June 22) 1957 (In Dutch) [Haarlem, 
Netherlands}. 


Sarcoidosis, or Besnier-Boeck-Schaumann’s dis- 
ease, is frequently accompanied by hypercalcemia. 
The authors cite figures on the incidence of this 
hypercalcemia from the literature and show that 
it has become more important since patients with 
sarcoidosis are being treated with cortisone and 
corticotropin, the steroid hormones that exert an 
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influence on the calcium metabolism. In the study 
of 63 patients with sarcoidosis the authors included 
the examination of the eyegrounds, a search for 
calciuria, evaluation of renal function, and determi- 
nation of the calcium, inorganic phosphorus, and 
alkaline phosphatase contents of the blood serum. 
These studies had 2 aims: (1) to obtain more exact 
information about the severity and extent of the 
monosymptomatic apparently inactive form of sar- 
coidosis, and (2) to decide on the advisability of 
steroid therapy for sarcoidosis. In 6 of the 63 pa- 
tients severe, ‘and in 5 others moderate disturbances 
were observed in urinary elimination of calcium 
during a calcium tolerance test. The histories of 6 
of these patients are presented. The examination 
of the eyegrounds in 33 of the patients with the 
apparently inactive form of sarcoidosis revealed 
definite changes in 7. They consisted of small gray- 
ish-white, strongly refracting foci in the retina. 

Steroid therapy was begun in the 11 patients with 
hypercalciuria. In 9 the urinary elimination of cal- 
cium was reduced, in another patient the effect 
was not clear, and in the remaining patient a para- 
dox effect resulted, in that the calciuria increased 
further, first under the influence of prednisone and 
then under hydrocortisone, and so the steroid 
therapy was terminated. The authors conclude that 
cortisone therapy is indicated in sarcoidosis that is 
accompanied by disturbances in the calcium metab- 
olism. 


The New Derivatives of Cortisone in the Treat- 
ment of Nephropathies: Clinical and Functional 
Results. A. Bergamini, B. Bonati and S. Freddi. 
Semaine hdp. Paris 33:2559-2563 (June 30) (In 
French) [Paris]. 


The clinical effect of the new synthetic steroids, 
prednisone and prednisolone, was studied in pa- 
tients with various forms of kidney disease, and 
special attention was paid to the accompanying 
changes in renal function. The therapeutic results, 
which were good and even excellent, compared 
favorably with those obtained by the use of corti- 
sone. Both of the new drugs were equally effective, 
and there were fewer disadvantages and side-effects 
connected with their use. Favorable results were 
obtained in a few cases of chronic glomerulone- 
phritis, but in general the indications for prednisone 
and prednisolone are the same as those for cortisone 
and corticotropin. The clinical cure and the biolog- 
ical improvement obtained in all the patients have 
lasted in some for several months, but the relapses 
that have occurred and the lessened efficacy of the 
drugs when treatment is reinstituted make it neces- 
sary to be cautious in predicting the outcome; al- 
though the prognosis is certainly better with 
prednisone than with cortisone, it is still too soon 
to say whether the therapeutic problem of nephrosis 
can be solved by the use of the new derivative. The 
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determination of the optimum dosage, the rate of 
administration, and the duration of treatment are 
especially important from this point of view. Indi- 
cations are that the treatment should be prolonged 
and discontinuous and that the dosage should be 
individually determined in each case. 

Well-defined changes in renal function govern 
the improvement in the patient's condition. These 
changes may be divided into (1) a glomerular com- 
ponent (an increase in the glomerular filtrate) 
and (2) a tubular component (a reduction of the 
tubular reabsorption of water); usually, but not al- 
ways, they act together to provoke diuresis and to 
bring about a partial correction of the functional 
anomalies of the disease. Efforts to establish a cor- 
relation between the clinical and the functional 
effects show that the glomerular changes are irreg- 
ular and often unrelated to the diuresis and the 
metabolic data; sometimes, however, a connection 
can be seen between them and the elimination of 
urea. The tubular component, on the other hand, 
shows good correlation and is more directly con- 
nected with the diuretic crisis and the resolution of 
the edema. This fact and the undeniable efficacy 
of the synthetic steroids in conditions associated 
with edema and disturbances of water reabsorption 
suggest that the action of these steroids is complex 
but that it bears essentially on the renal tubule. An 
important qualitative difference between the action 
of cortisone and that of prednisone lies in the fact 
that the initial phase of salt and water retention 
that accompanies the use of cortisone does not ap- 
pear in patients treated with prednisone. The theo- 
retical and practical implications of this difference 
may well repay investigation. 


Intermittent Claudication: A Survey of Two Hun- 
dred Patients and an Assessment of the Value of 
Intra-arterial Therapy. N. Bennet-Jones and A. F. 
Murphy. Angiology 8:291-301 (June) 1957 [Balti- 
more}. 


The 200 patients reviewed are an unselected 
group of consecutive male patients attending the 
peripheral vascular clinic of the United Liverpool 
Hospitals on account of intermittent claudication. 
The 7 women with claudication were excluded not 
only because the symptom is rare in women but 
because the authors are not certain that the condi- 
tion in the two sexes is exactly comparable. Sixty- 
one male patients had their symptoms for less than 
6 months and the remainder for a longer period 
before presenting themselves at the clinic. Many 
had been treated for a long time with a variety of 
vasodilators taken by mouth without apparent bene- 
fit. None of the men were less than 30 years old, 
and 75% were in the 6th and 7th decades. The 
etiology was investigated with regard to the type 
of work performed and to the consumption of alco- 
hol and tobacco. Two hundred patients in the same 
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age and social groups treated for diseases other 
than vascular insufficiency served as controls. Far 
more patients than controls undertook light rather 
than heavy work. Only 2 of the patients with 
claudication were nonsmokers. There were more 
nonsmokers in the control series. Improvement was 
observed in a number of patients in whom ab- 
stinence from smoking was the only treatment. 
Nearly two-thirds of the patients with claudication 
were total abstainers from alcohol or had a drink 
only on special occasions. Only 12% took a drink 
regularly, whereas in the control series nearly 50% 
had a glass of beer or some spirits daily. These 
figures suggest that a moderate consumption of 
alcohol, such as a glass of beer a day, may lessen 
the chances of arterial insufficiency. 

The administration of chemical vasodilators by 
mouth or by subcutaneous, intramuscular, or in- 
travenous injection has given disappointing results. 
When, however, the injection is made into the main 
artery of the diseased limb, the greatest concentra- 
tion of the drug is brought to the required site. Of 
the many substances tried, the authors found pa- 
paverine sulfate as most effective for intra-arterial 
injections. They regard 200 mg. of papaverine sul- 
fate diluted with isotonic sodium chloride solution 
to 10 ml. as a safe dose. The patient in whom the 
condition seemed acute was admitted to hospital 
and an injection given into the artery each day for 
7 days. Otherwise, the patient came as an outpa- 
tient once a week for 6 weeks. At the end of the 
course of injections a detailed assessment was made, 
and usually the patient was observed for several 
months before being subjected to a further course 
of treatment. Sixty per cent of 110 patients treated 
with intra-arterial injections of papaverine sulfate 
obtained satisfactory results. The authors believe 
that intra-arterial papaverine sulfate is the treat- 
ment of choice in intermittent claudication, except 
when increased walking distance is undesirable or 
when rest pain or necrosis have supervened. These 
latter conditions are contraindications to its use. 


SURGERY 


The Importance of Visualization of the Proximal 
Portion of the Common Duct and Hepatic Ducts 
in Operative Cholangiography. E. B. \icCabe and 
W. D. Heinrich. Radiology 69:240-243 (Aug.) 1957 
[Svracuse, N. Y.]. 


Opinions are divided as to the value of operative 
cholangiography in biliary surgery. While some 
suggest that it be employed in all patients, others 
stress its dangers. In the experience of these au- 
thors it has not increased the morbidity and no 
significant complications incident to the examina- 
tion have occurred. They stress that good diag- 
nostic films can be facilitated by having a cassette 
tunnel positioned when the patient is placed on the 
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table. A scout film taken at this time will insure 
correct exposure factors and position. The radiolo- 
gist should be present in the operating room to 
interpret the films immediately, since the surgeon 
may overlook significant details and also may ac- 
cept films of inferior quality. There is no contrain- 
dication to immediate repetition of the examination 
if the films are of poor quality. Visualization of 
both the common duct proximal to the cystic duct 
and the hepatic ducts is most important in de- 
termining whether residual stones, tumor, or other 
pathological conditions are present. The authors 
present 4 illustrative case histories and conclude 
that the operative cholangiogram demonstrates the 
entire biliary tree and is the only method whereby 
the hepatic ducts are visualized completely. It is of 
importance to determine the presence or absence 
of disease in the proximal portions of the system 
as well as the distal segment. 


Low Back Pain and Sciatica Due to Posterior Com- 
pression. S. Teneff. J. Internat. Coll. Surgeons 
28:146-155 (Aug.) 1957 [Chicago]. 


Observations on 500 patients with low back pain 
and sciatica and a review of the literature revealed 
that in many patients with this condition the irrita- 
tion and compression of the roots of the sciatic 
nerve are not due to the presence of a herniated 
disk or not to this alone. Other conditions that, 
alone or associated with a herniated disk, may 
cause low back pain and sciatica are degeneration 
of the intervertebral disk, arthritic apophysitis, 
arachnoiditis, periradiculitis, periduritis, lumbar 
scoliosis, congenital or acquired anomalies, lumbar 
arthritis deformans with osteophytic proliferations, 
so-called hypertrophy of the yellow ligaments, 
spondylolisthesis, sacroileitis, peridural and _ perira- 
dicular varicose veins, apophyseal fractures, frac- 
tures of the margins of the vertebral bodies and 
tumors of various types. The radicular irritation and 
compression may be caused by pathological factors 
that exert their influence on the nerve roots from the 
frontal, posterior and lateral directions. The cause 
of the posterior compression which was observed 
in a large number of patients seems to be an in- 
crease in thickness of the yellow ligaments result- 
ing from degeneration and inflammation caused by 
traumatic lesions. These alterations of the yellow 
ligaments until now have been interpreted as hyper- 
trophy of these ligaments in the anterior direction. 

Although preoperative diagnosis of the cause of 
radicular irritation and compression is desirable, 
the mere establishment of their existence by pre- 
operative tests justifies surgical intervention. It is, 
therefore, of utmost importance to establish the 
cause of the radicular irritation and compression in 
the course of the surgical intervention since the 
decision concerning the type of operation which 
should be performed depends on this diagnosis. 
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The aim of the operation must be the creation of a 
space which is large enough for the passage of the 
roots involved. 


Effect of Desiccated Red Blood Corpuscles on the 
Cicatrization of Wounds: Its Application in Plastic 
Surgery. H. Valentin Giles. Prensa méd. argent. 
44:980-985 (March 29) 1957 (In Spanish) [Buenos 
Aires]. 


Seventeen patients with operative wounds, trau- 
matic lesions, and burns which had been refractory 
to previous plastic surgery were treated by applica- 
tion of a dusting powder compound to the lesions. 
The compound contained desiccated red blood cor- 
puscles, a derivative of porpherine (tetramethyl 
divinyl porphin-methyl propionate), and_tyrothri- 
cine. The first 2 ingredients stimulate hematic ac- 
tion on proliferation of granulating tissues; the third 
is an antibiotic. Local treatment included dusting 
with the powder and covering the dusted area with 
a vaseline-impregnated gauze; then a bandage was 
applied. This treatment was repeated every 24 to 48 
hours. The dusting powder proved to be atoxic and 
did not cause any anaphylactic reaction. This was 
due to the ingredient of protein-free red blood cor- 
puscles. The compound rapidly lessens exudation, 
suppuration, and pain. It favors cleansing of the 
wounds and burns (even of third degree), granula- 
tion, and epithelization. If lesions are very large 
this dusting powder will favor cellular proliferation 
and granulation and thus prepare optimum condi- 
tions for grafting. 


Postoperative Transient Aldosteronism. J]. G. Llau- 
rado and M. F. A. Woodruff. Surgery 42:313-324 
(Aug.) 1957 [St. Louis]. 


The adrenal cortex produces mainly 2 types of 
hormones: 17-hydroxycorticoids, which, like corti- 
sone, exert their effect predominantly on carbohy- 
drate and nitrogen metabolism, and mineralocorti- 
coids, which influence the sodium and potassium 
distribution in the body. Most studies of the effect 
of surgical trauma on the adrenal cortex have been 
based on the excretion of 17-hydroxycorticoids, and 
the mineralocorticoids have been largely neglected. 
While changes in nitrogen excretion after surgical 
trauma can be correlated with the levels of 17- 
hydroxycorticoids in urine, there is a remarkable 
lack of correlation between changes in electrolyte 
metabolism and 17-hydroxycorticoid levels. The 
discovery, isolation, and identification of a potent 
electrolyte-regulating corticoid of the adrenal cor- 
tex, now called aldosterone, has opened new per- 
spectives in the study of alterations associated with 
sodium and potassium disturbances, particularly 
since a bioassay method has been designed that can 
be used as an index of the aldosterone present in 
urine. 
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The authors made studies on 10 consecutive pa- 
tients and carried out 34 bioassays on urines. They 
found that the changes in sodium and potassium 
metabolism known to occur in patients submitted 
to surgical operations are associated with an in- 
crease in the daily urinary excretion of aldosterone. 
They suggest that this phenomenon be called post- 
operative transient aldosteronism. A linear rela- 
tionship was found to exist between aldosterone 
activity and the logarithm of the sodium-potassium 
ratio of the patients’ urine before operation and in 
the early and late postoperative period. By the time 
the sodium-potassium ratio returned to its pre- 
operative level, the aldosterone level in the urine 
had also returned to its preoperative level. It is 
suggested that aldosterone is the principal factor 
responsible for the electrolyte disturbances which 
occur in the first few days after operation. Increased 
production of aldosterone by the adrenal cortex 
and impaired rate of destruction by the liver are 
suggested as possible causes of postoperative tran- 
sient aldosteronism. It would be rash, despite the 
well-known danger of excessive sodium retention 
after operations, to conclude that this response to 
trauma is wholly disadvantageous to the patient, 
but it must be taken into account in planning post- 
operative treatment. 


Surgical Treatment of Spontaneous Cerebral 
Hemorrhage: Survey of 50 Cases. J. B. Gomensoro 
and R. A. Iniguez. Acta neurol. latinoam. 3:236-251 
(No. 2) 1957 (In English) [Buenos Aires]. 


Cerebral hemorrhage and hematoma, although 2 
phases of the same entity, are differentiated on the 
basis of their anatomophathological and clinical 
aspects in that the former is extensive and pro- 
gressive and the latter is an arrested process. The 
widespread progressive expansion of cerebral hem- 
orrhage to the middle and lateral ventricles, less 
frequently the subarachnoid spaces, and more often 
the fissure of Sylvius, and the attendant major cere- 
bral edema are responsible for eliciting signs of 
direct injury to nuclei and mesencephalic pathways. 
The arrest of cerebral hemorrhage followed by a 
stabilized hematoma is rapidly transposed to a syn- 
drome of intracranial hypertension with papille- 
dema. Decompensation, characterized by coma, 
circulatory and respiratory disturbances, fever, and 
sweating, may undergo reversion at any stage either 
spontaneously or through treatment save for a point 
delineated as “irreversible,” where medical and 
surgical therapy of any type are of no avail. A study 
of case reports reveals patients with an age range 
between 23 and 77 years, 5 cases corresponding to 
the so-called spontaneous hematoma in the young 
and 45 to evolution types other than classic hemor- 
rhage. A normal arterial pressure was found in the 
group with so-called spontaneous hematoma in the 
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young. Hypertensive arteriosclerosis with conse- 
quent ophthalmic alteration was a common finding 
in the other group. 

The onset pattern is significant in that it was 
sudden in 38 and progressive in the remaining 12 
patients. There was no loss of consciousness in 14 
of the 38 patients, only 24 presenting ictus and 
coma; thus a characteristic feature of cerebral 
hemorrhage is the progressive development of the 
clinical picture. Hemiplegia is the most common 
initial focal syndrome (78%), either moderate (16%) 
or massive (62%). Aphasia without hemiplegia (6%) 
and hemianopsia (6%) were observable as onset 
patterns, the remaining 10% of patients disclosing 
no focal syndrome. The meningeal syndrome, 
evinced by stiffness of the neck, occurred in 54% of 
the patients, being clear cut in 38% and occurring 
only to a slight extent in 16%. The cerebrospinal 
Huid was found to be hemorrhagic in 58% of the 
patients, xanthochromic in 10%, and light-colored 
in 6%. No positive correlation was found between 
the degree of neck stiffness and either the presence 
of blood in the cerebrospinal fluid or the actual 
blood cell count findings. The vegetative syndrome 
was adjudged important in that it occurred in 30 
patients (60%), where it was associated with the 
grave and acute forms from the very onset, being 
conspicuous in the lesser and subacute forms only 
by its absence. Ocular paralysis of the 3rd and 6th 
cranial nerves is associated with either the vegeta- 
tive syndrome or the concomitant intracranial hy- 
pertension present from onset and resulting from 
homolateral temporal herniation. The symptom- 
atology associated with cerebral hemorrhage in- 
cludes vomiting, hemiplegia, fever, tachycardia, 
deep and accelerated respirations, facies vultuoso, 
cardiovascular erethism, cyanosis of the extremities, 
bilateral myosis with lowering or abolishment of 
the photomotor reflex, and enhanced arterial hyper- 
tension. 

Surgery was undertaken in 15 patients within the 
first 6 days, the earliest intervention being in 24 
hours, and in 35 patients after the 7th day, the 
latest intervention being after 41 days. Of the 15 
patients operated on prior to the 7th day 3 sur- 
vived, 20 patients surviving in the group of 35 op- 
erated on after the 7th day. Progressive belated 
sequelae were found to regress almost completely, 
although psychic disturbances such as hypermo- 
tility, fear, restlessness, and general intellectual 
deterioration were frequent. Sequelae comprised 
progressive hemiplegia, major residual aphasia, 
slight speech disturbances, hemianopsia, and resid- 
ual epilepsy. Surgery is advocated at 4 times: on 
the 7th or 8th day of evolution of cerebral hemor- 
rhage when decompensation sets in; at approxi- 
mately the 15th day in those patients with a stable 
clinical picture in whom the vegetative syndrome 
does not appear between the 7th and the 10th day; 
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at the occurrence of a 3-stage cerebral hematoma 
in which the clinical picture is that currently known 
as Pilcher’s subcortical hematoma; and in acute 
cases in which the clinical picture resembles lobar 
hemorrhage although there has been rapid impair- 
ment or an acute onset. Three procedures are uti- 
lized in arriving at a localizing diagnosis: (1) clinica! 
method, (2) electroencephalography, and (3) con- 
trast roentgenography, angiography, and pneumo- 
encephalography. Angiography is considered the 
method of choice, as it permits localization of the 
hematoma without interference with cerebrospinal 
fluid hydrodynamics, is better tolerated by the pa- 
tient, and allows diagnosis of aneurysms and other 
vascular malformations responsible for the develop- 
ment of hemorrhages. 


Branchiogenic Carcinoma with Involvement of 
Base of Cranium. A. Correa, A. P. Morgante and 
M. L. M. Tavares de Lima. Rev. paulista med. 
50:381-387 (May) 1957 (In Portuguese) [Sao Paulo, 
Brazil]. 


Branchiogenic carcinoma with involvement. of 
the base of the cranium is rare. A boy 14 years old 
suffered a sudden attack of fever and _torticollis, 
after which he remained with his head permanently 
deviated to the left. Two months later a tumor 
appeared in the right retromandibular region and 
the jugular lymph nodes became enlarged. The 
patient complained of earache of the right ear and 
impairment of nasal breathing. His voice became 
nasal and trismus appeared. Two months after the 
appearance of the symptoms the tumor had reached 
the size of an orange. The right lateral and pos- 
terior walls of the oropharynx and nasopharynx 
protruded toward the left. The cerebrospinal fluid 
was normal. The roentgenograms of the right tem- 
poral bone showed petrositis. The lateropharyngeal 
tumor was punctured twice and yielded a yellow 
fluid that did not contain cancer cells. The right 
tympanic membrane was inflamed. A paracentesis 
yielded blood but no pus. Diagnosis of branchial 
cyst and otomastoiditis and petrositis was made. 
The operation consisted of petromastoid draining, 
trephining of the carotid canal, curettage of the 
point of the petrous bone, and removal of necrotic 
material from the point of the petrous bone. Cul- 
tures of this material were sterile. No improvement 
of the symptoms was observed. A second operation 
to remove the branchial cyst was done 2 weeks after 
the first operation. The cyst was located behind the 
large blood vessels of the neck. Its lower part was 
free, but the upper part consisted of neoplastic 
tissue attached to the atlas, the base of the cranium, 
and the point of the petrous bone. The cyst and the 
neoplastic tissue were removed. Histological study 
showed a branchial cyst, with areas of atypical 
cells near the upper wall of the cyst at the base of 
the cranium which proved to be carcinomatous. 
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The film of the cranium taken on the 6th postopera- 
tive day showed diffuse osteolysis of the floor of the 
right middle fossa, mainly involving the prelaby- 
rinthine portion of the petrous bone. The patient 
had a series of 30 roentgen treatments in doses of 
196 r up to a total of 6,000 r. He died 7 months later. 


Surgical Treatment of Internal Carotid Occlusion. 
C. Lyons and J. G. Galbraith. J. M. A. Alabama 
27:1-4 (July) 1957 [Montgomery]. 


The authors report on 5 men and 1 woman be- 
tween the ages of 48 and 67 years with segmental 
occlusion of the carotid internal artery in the neck 
and significant neurological deficit, in whom a shunt 
was attempted from the subclavian to the patent 
portion of the cervical segment of the internal 
carotid artery. In 1 patient with headache and per- 
sistent paresis of 4 months’ duration, the cervical 
portion of the internal carotid artery was com- 
pletely occluded by retrograde thrombosis from 
the siphon. There was no atheromatous plaque at 
the sinus, and no shunt was possible. This patient 
continued to live without improvement. In a second 
patient, with headache, episodic aphasia, and epi- 
sodic paresis, a shunt was easily established al- 
though there was no back-bleeding from the distal 
end of the carotid artery. The presenting symptoms 
of aphasia and hemiparesis disappeared immediate- 
ly after the operation. The patient was readmitted 
4 months later to the hospital with dizziness, un- 
steadiness of gait, and nausea consistent with cere- 
bellar infarction; he died with progression of his 
disease. Autopsy was refused. The remaining 4 pa- 
tients, | with headache, audible bruit, and episodic 
paresis; 1 with aphasia and facial paresis; 1 with 
episodic blindness, episodic aphasia, and episodic 
paresis; and 1 with episodic paresis, presented 
patent internal carotid arteries above the point of 
occlusion and were amenable to a by-pass opera- 
tion with revascularization from the subclavian 
artery. They were relieved of their symptoms post- 
operatively, and there were no significant neurolog- 
ical deficits; their recoveries were satisfactory. The 
observation of improved intellectual function, as 
reported by friends and relatives, was attested by 
effective resumption of preoperatively abandoned 
job responsibilities. 

Patients with isolated occlusion of one internal 
carotid artery in the neck, which has been identi- 
fied as a common cause of Alvarez’ “little strokes,” 
are obviously the candidates of choice for a shunt 
from the subclavian to the patent portion of the 
cervical segment of the internal carotid artery. This 
operation has the advantage of avoiding occlusion 
of the external carotid artery, permitting the blood 
pressure to be maintained and allowing the use of 
an arterial substitute of adequate lumen without 
resort to hypothermia. Patients should be selected 
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for this operation on the basis of symptoms of epi- 
sodic arterial insufficiency before major infarction 
has occurred. 


Chylothorax and Chylous Ascites: A Study of 302 
Selected Cases. J. T. Nix, M. Albert, J. E. Dugas 
and D. L. Wendt. Am. J. Gastroenterol. 28:40-55 
(July) 1957 [New York]. 


According to Nix and his associates chylothorax 
and chylous ascites are not disease entities but 
rather sequels of an internal lymph fistula of ob- 
structive or traumatic origin. They established 
rigid criteria for acceptance of cases from the litera- 
ture and found that, of 479 cases reviewed, 294 met 
their criteria of a chylous fluid plus one or more of 
the following factors: (1) the presence of free fat 
(microscopically); (2) a fat content higher than 
plasma; (3) a protein content half that of plasma; 
and (4) surgical or autopsy evidence of lymphatic 
fistulas. These 294 cases combined with 8 observed 
at Charity Hospital of Louisiana in New Orleans 
makes a total of 302 cases upon which this report 
is based. The same method of case selection was 
used for chylothorax and chylous ascites. The diag- 
nosis of chylothorax or chylous ascites is rarely 
made before thoracentesis or paracentesis. In the 
chemical identification of chylous lymph it should 
be remembered that no other fluid in the human 
body has a fat content higher than plasma and a 
protein content approximately half that of plasma. 
The incidence of chylothorax and chylous ascites 
are rising with the increase in such procedures as 
aortic grafts, cardiovascular surgery, and hepatic 
and pancreatic resections. 

The large volume of thoracic duct flow explains 
the rapid development of chylothorax and chylous 
ascites. The clinical signs and symptoms result 
from a combination of mechanical compression 
and chylous fluid loss. The most prominent symp- 
tom of chylothorax was dyspnea and of chylous 
ascites, abdominal enlargement with abdominal 
pain; the patients with combined chylothorax and 
chylous ascites showed both dyspnea and ab- 
dominal enlargement and pain. Chylothorax is best 
treated by ligation of the thoracic duct; a definitive 
treatment for chylous ascites remains to be de- 
veloped. Cure was reported in 55 of 123 patients 
with chylothorax; 52 of 146 with chylous ascites; 
and in 4 of 36 with both chylothorax and chylous 
ascites. Ligation of the thoracic duct was carried 
out in 19 patients with traumatic chylothorax, and 
in 17 of these cure was reported. 

The lymphatic network is a primitive venous 
system, and diseases of the lymphatic trunks closely 
resemble diseases of the veins. For instance, with 
femoral or saphenous vein obstruction, increased 
intravenous pressure, incompetency of the valves, 
and dilatation and distortion of the distal veins 
result; likewise with thoracic duct obstruction, in- 


J.A.M.A., Nov. 9, 1957 


creased intralymphatic pressure, valvular incom- 
petency, lymphangiectasis, and retrograde circula- 
tion of the lymph ensue. Internal lymph fistulas 
with resultant chylous effusions are caused either 
by trauma to the lymphatic trunk or obstruction of 
the thoracic duct, cisterna chyli and collateral lym- 
phatics with a resultant increased intralymphatic 
pressure and pressure necrosis of the lymphatic 
wall. The prognosis is more favorable in traumatic 
lymph fistulas, as the lymphatics are normal and 
the treatment more clearly defined. 


Orlon and Nylon Prostheses for Abdominal 
Aneurysms and a Five Year Observation on Experi- 
mental Aortic Homografts. C. A. Hardin. Ann. Surg. 
146:78-85 (July) 1957 [Philadelphia]. 


The clinical experience with orlon or nylon pros- 
theses in 18 consecutive patients with symptomatic 
abdominal aneurysm is reported on. This graft 
material has the advantage of procurability and 
adaptability. The longest period of observation 
was 24 months. Twelve patients undergoing elec- 
tive resection and prosthetic graft replacement for 
abdominal aneurysm are leading a full and active 
life. One patient survived a frank rupture of an 
abdominal aneurysm with resection and replace- 
ment by graft. Postoperative coronary occlusion 
was the most serious complication and caused death 
in 3 patients. Two patients with ruptured aneurysm 
died from the effects of irreversible hemorrhagic 
shock. A 5-vear observation on the fate of fresh 
and preserved canine thoracic homografts showed 
serious degenerative changes of calcification, ulcera- 
tion, and loss of elastic elements in the graft. 


An Evaluation of the Etiological Factors of Lym- 
phedema_ Following Radical Mastectomy: An 
Analysis of 1,007 Cases. N. Treves. Cancer 10:444- 
459 (May-June) 1957 [Philadelphia]. 


The author is concerned with factors of possible 
causative significance in lymphedema or swelling 
of the arm after radical mastectomy. It appears 
that lymphedema following radical mastectomy 
cannot be attributed to any solitary factor, but a 
combination of several factors may operate in any 
given case. Probably the most frequent cause is 
interference with the return of lymph because of 
ablation of the profunda lymphatics with the nodes 
of the axilla. Interference may be due directly to 
the axillary dissection or to cicatrization following 
infection or fibrosis following roentgen-ray therapy. 
Angulation of the vein, interfering with both venous 
return and return of lymph from vessels in the wall 
of the vein, and reflex spasm of the axillary vein 
likewise may play a part in lymphedema of the 
arm after radical mastectomy. Other factors, such 
as roentgen-ray therapy, infection, presence or ab- 
sence of axillary metastases, wound healing, and 
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obesity were analyzed by the author in 1,007 pa- 
tients who were admitted with cancer of the breast 
to the Memorial Center for Cancer and Allied Dis- 
eases in New York between 1939 and 1943. 

Operation was performed in 848 patients, the 
remainder being treated by roentgen rays because 
they were regarded as inoperable. Lymphedema 
of the arm developed in 319 of 768 patients who 
had primary operable disease. Analysis of the rec- 
ords of these patients revealed that swelling of the 
arm developed in about 41% of the patients with 
primary operable breast cancer. Roentgenotherapy 
seemed to result in swelling of the arm when it was 
followed by surgical treatment but not when the 
patient was not operated on. Since combined roent- 
gen and surgical therapy is used mostly in patients 
with severe axillary involvement, the advanced 
stage of disease may partially explain the associa- 
tion with lymphedema. Obesity appeared to be a 
predisposing factor. Increasing degrees of obesity 
were associated with larger percentages of patients 
with swollen arms. The extent of axillary involve- 
ment alone did not account for the occurrence of 
Ivmphedema. Postoperative infection and delayed 
healing alone were not associated with an increased 
incidence of the swollen arm. 


Internal Mammary Node Biopsy—Its Place in the 
Treatment of Breast Carcinoma, J. T. Ml. Sandy. 
Canad. M. A. J. 77:75-79 (July 15) 1957 [Toronto]. 


The author studied the involvement of the in- 
ternal mammary Ivmph node chain in breast car- 
cinoma by means of biopsy in 25 patients with 
“operable” carcinoma of the breast. The lump in 
the breast is incised or excised and examined by 
frozen section in the usual way. When carcinoma 
is proved, an incision is made along the line of the 
medial skin flap of a probable radical mastectomy 
and the latter is reflected to the midline of the 
sternum. The sternal origin of the pectoralis major 
is detached over the second interspace. The 2 
intercostals are then divided laterally for about I 
in. from the margin of the sternum, thus exposing 
the pleura and internal mammary vessels. By gentle 
dissection with nontoothed thumb forceps it is pos- 
sible to tease away the areolar tissue and fat with 
anv associated Ivmph nodes which may be present. 
Metastatic deposits of tumor may occur in what 
clinically appears to be only fat, while enlarged 
lymph nodes do not necessarily contain tumor. If 
frozen sections of tissue from the second interspace 
demonstrate tumor emboli, no other spaces need be 
explored. If no tumor is found, the Ist, 3rd, and 4th 
spaces may be examined. 

Fourteen of the 25 patients showed involvement 
of the internal mammary nodes. Of the 19 patients 
who had either central or inner quadrant lesions 
13 had carcinomatous involvement of the internal 
chain of mammary nodes, whereas of the 6 with 
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outer quadrant lesions only 1 had involvement of 
the internal mammary chain, and in this patient 
the axillary nodes were also involved. Of 11 pa- 
tients with palpable axillary nodes 7 had involve- 
ment of the internal chain of nodes, and spread to 
the anterior mediastinum had occurred in 6 of 8 
patients in whom the axillary nodes were free from 
invasion. 

These figures are comparable to those in other 
studies and demonstrate that central and inner 
quadrant lesions will metastasize to the internal 
mammary chain in over half of the patients regard- 
less of axillary involvement. While the internal 
mammary chain is much less commonly involved 
in outer quadrant tumors, a significant percentage 
will be positive if the axillas contain cancerous 
nodes. With very few exceptions, patients with 
spread to the internal mammary chain are beyond 
the stage where a surgical cure is possible. There 
would seem to be no place for a Halsted radical 
mastectomy in these cases. Whether the operator 
chooses to do a simple amputation or rely entirely 
on irradiation would seem to be largely a matter 
of individual preference. Support for both plans 
can be found in the literature. The value of internal 
mammary node biopsy in the treatment of breast 
carcinoma is that it increases the exactitude of the 
criteria of operability and thereby eliminates a 
proportion of unnecessarily radical surgery. The 
procedure requires a minimal increase in operating 
time and involves no special facilities or skill. Its 
use seems warranted as an adjunct to better sur- 
gical case selection. 


Antral Exclusion with Vagotomy for Duodenal 
Ulcer: I. Acid Secretory Studies on 50 Patients. 
W. R. Waddell and M. K. Bartlett. Ann. Surg. 
146:3-11 (July) 1957 [Philadelphia]. 


Acid secretory studies were made on 75 preop- 
erative patients with active duodenal ulcer and on 
50 patients who had antral exclusion with vagotomy 
for the definitive surgical treatment of duodenal 
ulcer. Preoperative examination revealed high acid 
concentrations and large quantities of total acid. 
Further elevations in the concentration and_ rate 
of acid production were caused by stimulation of 
broth, histamine, and insulin hypoglycemia. The 
secretion of acid was depressed after antral exclu- 
sion and vagotomy. The gastric remnant became 
unresponsive to stimulation. The hydrogen ion con- 
centration is the most accurate measurement that 
can be made in such examinations. After operation 
the average of hydrogen ion concentration was ap- 
proximately one-thousandth the preoperative level. 
Of the 50 postoperative patients, 30 were complete- 
lv achlorhydric during the 2 basal periods. There 
is as yet no conclusive evidence that complete 
achlorhydria is necessary or even desirable, al- 
though control of acid-peptic digestion is crucial 
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in the surgical treatment of duodenal ulcer. The 
clinical status of the patients was closely followed 
after antral exclusion and vagotomy. The results 
were good. None of the patients was incapacitated, 
when last seen, although diarrhea, mild dumping 
syndrome, and weight loss were present. There 
were no anastomotic ulcers. The success of antral 
exclusion and vagotomy as a procedure for defini- 
tive treatment of duodenal ulcer depends on wheth- 
er the ulcer-forming tendency is controlled perma- 
nently. The technique of the operation is briefly 
discussed. 


The Adrenocortical Response in Surgical Patients. 
A. A. LeFemine, L. J. Marks, J. G. Teter and others. 
Ann. Surg. 146:26-39 (July) 1957 [Philadelphia]. 


A study of spontaneous alterations in adrenocor- 
tical function was made, based upon quantitative 
determination of both plasma and urinary 17- 
hydroxycorticosteroids (17-OHCS), in 18 selected 
male patients subjected to a wide variety of sur- 
gical treatment. Analysis of the results indicates 
that the actual pattern of adrenocortical response 
to an operation may vary considerably in different 
clinical situations. The usual adrenocortical re- 
sponse to an elective major operation consisted of 
a prompt increase of free plasma 17-OHCS follow- 
ing the onset of general anesthesia with a peak 
level from 4 to 12 postoperative hours. A more or 
less abrupt descent to normal plasma levels follow- 
ing the peak rise occurred within 36 to 48 hours. 
Variations in this pattern of response were ob- 
served. General anesthesia, pain, and shock are as 
important to recognize as stimuli in evaluating the 
adrenocortical response to operation as actual tissue 
trauma. Urinary 17-OHCS excretion rose promptly 
in response to surgical trauma and remained ele- 
vated several days longer than free plasma 17- 
OHCS levels before returning to preoperative 
values. No exact temporal relationship between 
plasma and urinary corticosteroids was demon- 
strated. The methods employed measured primarily 
tree 17-OHCS in the plasma and conjugated metab- 
olites of 17-OHCS in the urine. Four patients un- 
derwent 2 operations spaced 1 to 6 weeks apart. 
Observations suggested that a previous surgical 
operation does not exhaust the capacity of the 
adrenal cortex to respond to a second similar or 
more extensive surgical procedure. 


Familial Polyposis of the Large Intestine: Report of 
a Large Family. F. P. Turner. Ann. Surg. 146:131- 
135 (July) 1957 [Philadelphia]. 


Familial polyposis is a condition characterized by 
the appearance of multiple adenomatous polyps in 
the colon and rectum. Symptoms are usually first 
observed between the ages of 15 and 40, although 
the polyps may be present in infancy. Carcinoma 
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may be expected to develop in aproximately 100% 
of the patients at a relatively early age, since the 
lesions are premalignant. The oldest known member 
of a family comprising 152 members died after a 
prolonged illness in 1894 at 45 years of age. She 
was known to have had severe diarrhea and ab- 
dominal cramps for some time prior to death. She 
had 10 children, 3 of whom are still living at the 
ages of 66, 76, and 81 respectively. One son died of 
cancer of the prostate at the age of 75. The descend- 
ants of these and 2 other children have apparently 
been free of intestinal symptoms. Eighteen mem- 
bers of the family are known to have inherited the 
disease. Six additional members probably had poly- 
posis, with or without colonic cancer, at the time of 
death. The extreme seriousness of this condition is 
illustrated. The importance of early examination 
and early institution of proper therapy is em- 
phasized. The average age of the 12 persons who 
are known to have died with colonic carcinoma was 
35. The mortality of this disease is extremely high, 
unless early and adequate preventive surgical 
therapy is carried out. 


Aspects of the Tubercle Bacillus in Osseous Tuber- 
culosis Treated with Antibiotics: Therapeutic 
Consequences. J. Duriez, A. Debeaument and J. 
Cauchoix. Semaine hdp. Paris 33:2539-2545 (June 
30) 1957 (In French) [Paris]. 


Two important findings have emerged during the 
last 4 years from the bacteriological study of 
material obtained from osseous tuberculous lesions: 
(1) the progressive and fairly rapid sterilization of 
the lesions brought about, at least in appearance, 
by adequate treatment with antituberculous drugs, 
and (2) the rarity with which the tubercle bacilli in 
osseous lesions become resistant to antituberculous 
drugs. These findings should be taken into consid- 
eration in drawing up rules for the effective anti- 
biotic treatment of osseous tuberculosis and in 
choosing the proper time for surgical intervention. 
The metabolic conditions, especially the anoxia, 
found in tuberculous bone lesions are unfavorable 
to the growth of tubercle bacilli. This fact has two 
important consequences: (1) it makes prolonged 
treatment necessary, because the efficacy of the 
antituberculous drugs depends to some extent on 
the intensity with which the bacilli multiply, and 
(2) it reduces the likelihood of drug resistance, be- 
cause resistant strains are less apt to appear in bone 
lesions with their unfavorable metabolic conditions 
than in pulmonary lesions, especially cavities, in 
which the bacilli are numerous and their multiplica- 
tion is intense. Antituberculous drug therapy should 
therefore be continued for at least a year: in most 
cases, the first 5 months of treatment will bring 
about a certain sterilization of the tuberculous focus 
and the rest of the time will cover the operative 
period, the convalescence, and even the resumption 
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of activity. All 3 principal antituberculous drugs 
were given, usually in combination, to the authors’ 
patients. In addition, the drug therapy was always 
supplemented by strict immobilization, which helps 
greatly in stabilizing the lesions. Emergency opera- 
tions such as decompression in paraplegia or the 
evacuation of an abscess under tension are some- 
times inescapable, but apart from these urgently 
needed measures, the surgical treatment of an im- 
portant tuberculous focus should always be pre- 
ceded by 4 or 5 months of antituberculous drug 
therapy. The sterilization of the lesions obtained 
during this period may not be complete or definitive 
but it will usually be enough to eliminate the 
dangers of dissemination and local progression ac- 
companying the opening of an active focus and it 
will also give bone grafts the best possible chance 
for integration in cases in which a cavity is to be 
filled. Complications such as aggravation of local 
lesions, recurrence of abscesses, and the appearance 
of fistulas have occurred in several patients who 
were operated on without adequate preoperative 
antituberculous therapy, and, while these complica- 
tions can usually be controlled by the postoperative 
use of antituberculous drugs, they are nonetheless 
undesirable and should be prevented rather than 
cured. 


Treatment of Fractures of Neck of Femur. F. E. 
Godoy Moreira and F. Pires de Camargo. Rev. hosp. 
clin. 12:73-80 (March-April) 1957 (In Portuguese) 
[Sao Paulo, Brazil]. 


In dealing with fractures of the neck of the femur 
in a large number of cases, the authors observed 
that the failure of consolidation, even after a perfect 
reduction and good fixation of the fracture, is due 
to 2 factors: lack of spongy tissue in the medulla 
of the femoral neck. and early walking. Loss of 
spongy tissue in the medullary space is frequent, 
especially in the elderly. The space is often trans- 
formed into a cavity. The authors developed a 
technique for the treatment of fractures of the fem- 
oral neck. The technique consists of (1) reduction 
of the fracture by gentle maneuver and moderate 
manual traction, (2) roentgen control of reduction 
of the fracture in 2 planes, (3) osteosynthesis with 
a studbolt screw, (4) preparation of a tunnel above 
and paralleling the screw and taking of spongy tis- 
sue from the internal space of the femoral head 
with a cylindrical trephine, (5) introduction of a 
cortical tibial graft through the tunnel deep into 
the head of the femur, (6) filling of the medullary 
space of the femoral neck with the graft of spongy 
tissue taken from the femoral head, and (7) com- 
plete bed rest. The filling of spongy tissue in the 
medullary space is made by pressure proximal to 
and distal from the line of the fracture. Impaction 
of the fracture is then made. No cast is placed, but 
standing and walking are interdicted until perfect 
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consolidation occurs, as shown by roentgenograms 
taken in 2 planes. After consolidation of the frac- 
ture, the patient is allowed to walk with crutches 
for the first 2 months or longer until roentgenograms 
of the femur show a rich formation of trabeculae 
in the head. Twenty-four patients with fracture of 
the neck of the femur were treated by this method 
in 1955. Consolidation of the fracture took place in 
about 2 months. There were no fatalities. Immedi- 
ate and late results were superior to those obtained 
by any other technique. The technique of the opera- 
tion is simple, and the operation is well tolerated. 
This is a preliminary note. 


Primary Aldosteronism. M. D. Milne, C. 
Muehrcke and J. Aird. Quart. J. Med. 26:517-333 
(July) 1957 [Oxford, England]. 


Hypokalemic weakness or paralysis due to ex- 
cessive loss of potassium in the urine was first 
described in renal tubular acidosis. Later it was 
found that identical symptoms could occur in the 
de Toni-Fanconi syndrome and after ureterosig- 
moidostomy. Patients so described were acidotic, 
with reduction of both plasma potassium and plas- 
ma bicarbonate. The urinary loss of potassium could 
be explained as an obligatory excretion of fixed 
cation by kidneys which were inefficient in the 
synthesis and excretion of ammonia. Cases were 
also reported in which the potassium deficiency was 
more severe and was associated with extracellular 
alkalosis and increase of plasma bicarbonate. No 
satisfactory explanation of the excessive urinary loss 
of potassium in these patients was available until 
Conn in 1955 described the condition of primary 
aldosteronism. He showed that the basic cause of 
the disease was an adrenocortical tumor which 
secreted excessive amounts of aldosterone. causing 
increased loss of potassium in the urine with reten- 
tion of sodium. Impairment of renal function was 
found to be due to the resultant potassium deple- 
tion. The authors describe observations on 2 patients 
with primary aldosteronism due to adrenal cortical 
adenomas. The first patient gave a history of severe 
periodic paralysis for many years. The second pa- 
tient was virtually asymptomatic but was hyper- 
tensive and showed biochemical evidence of potas- 
sium deficiency. 

Balance data are presented relating to the period 
of potassium repletion before operation and to the 
period following unilateral adrenalectomy. The 
patients were deficient of 1,000 and 400 mEq. of 
potassium respectively. The first patient also showed 
evidence of magnesium deficiency. Both patients 
showed a normal metabolic response to surgery, 
with temporary retention of sodium and chloride. 
Very little potassium was retained after operation, 
although there was a considerable increase of 
plasma potassium. The first patient had severe 
chronic pyelonephritis, with considerable impair- 
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ment of renal function. The second had no renal 
abnormalities except those referable to her hyper- 
tension. The diagnosis of primary aldosteronism 
from potassium deficiency due to primary renal dis- 
ease is discussed in detail. An anterior transab- 
dominal exposure of both adrenal glands _ is 
considered to be the operation of choice in the 
former disease. 


Acute Mesenteric Lymphadenitis. \1. Borri. Sett. 
med. 45:195-206 (April 15) 1957 (In Italian) 
[Florence, Italy]. 


Emergency laparotomy performed on 500 patients 
(417 adults and 83 children) suspected of acute 
appendicitis revealed acute mesenteric lyvmphadeni- 
tis in 6 children, 5 to 14 vears of age, 4 female and 
2 male. The 6 children presented intense abdominal 
pain that became worse in the course of the day in 
which it occurred, vomiting or diarrhea, increased 
pulse rate, high fever, and marked leukocytosis. 
Two children presented swelling of the lymph nodes 
of the ileum and of the colon, 1 presented swelling 
of various mesenteric lymph nodes except those 
of the ileum and of cecum, and 3 presented swelling 
extended to all the lymph nodes of the mesentery. 
Histological examination of the enlarged lymph 
nodes revealed hyperplastic lymphadenitis. No in- 
Hammation of the appendix was observed. None of 
the children presented splenomegaly. High fever 
was present postoperatively; on the 3rd to the 4th 
day and in some children even on the Sth day the 
fever became abnormally high and remained so for 
2 days. The symptoms, however, did not become 
worse when the fever increased. Antibiotics had no 
effect. 


NEUROLOGY & PSYCHIATRY 


“Polioencephalitis’: A Clinical and Laboratory 
Study. B. Snell, D. Balducci and D. A. J. Tyrrell. 
Brit. M. J. 2:126-128 (July 20) 1957 [London]. 


Of 121 patients with paralytic poliomyelitis who 
were admitted to hospital in the course of the polio- 
myelitis epidemic of 1955, 9 were initially classified 
as having encephalitis. There was definite evidence 
of simultaneous infection by polio virus in 7 of the 
9 patients; disseminated sclerosis was diagnosed in 
the 8th patient and the last patient had polyar- 
teritis nodosa with involvement of the brain. The 
evidence of associated polio virus infection in the 7 
patients was based on virus isolation by standard 
virologic techniques in 5 and on a rise in antibody 
titer in 2. There was disturbance of consciousness 
in 3 of the 7 patients, but after a brief febrile ill- 
ness with some upper respiratory symptoms and 
headache, the patients were admitted to hospital 
with meningism, nystagmus, and signs of a slight 
upper or lower motor neurone paralysis. A similar 
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but more severe illness was present in the other 4 
patients with pronounced disturbances of conscious- 
ness and with death occurring in 1 of them. The 
cerebrospinal fluid was abnormal in all 7 patients, 
the protein level ranging from 30 to 85 mg. per 
100 cc. and the cell count from normal to 50 per 
cubic millimeter. Protein level and/or cells were 
raised and the cells were either mainly or entirely 
lymphocytes. The cases of the first 3 patients re- 
sembled acute cerebellar ataxia and those of the 
4 others resembled acute encephalitis. There was 
no Clinical evidence of respiratory embarrassment 
to account for the loss of consciousness in the 4 
latter patients. 


The Immediate Treatment of Cerebral Embolism. 
A. B. Carter. Quart. J. Med. 26:335-348 (July) 1957 
|Oxtord, England]. 


The authors report studies on 60 patients with 
cerebral embolism, out of a total of 575 cases of 
acute apoplexy. They were divided into 4 groups: 
(1) 16 patients treated by repeated stellate block; 
(2) 18 patients who served as controls; (3) 15 pa- 
tients treated by one stellate block followed by 14 
days of treatment with anticoagulants; and (4) 11 
patients treated with anticoagulants. In the present 
series no ill-effects were demonstrated in the in- 
farcted area of brain at autopsy in fatal cases, but 
one elderly patient died of uremia as a result of 
bilateral renal hemorrhage. It is suggested that pa- 
tients over 65 years of age, and patients with hyper- 
tension, should receive a modified course of anti- 
coagulants. At the end of 3 months there was no 
significant difference between the control group 
and the patients treated by repeated stellate block. 
There was no significant difference between the 
group of patients treated by anticoagulants and 
stellate block and those treated by anticoagulants 
alone. There was a significant difference between 
patients who had received anticoagulants and those 
who had not, mortality being lower and the num- 
ber of recoveries increased. It appears that anti- 
coagulant therapy, if properly and carefully given, 
is without danger and of advantage in treating 
cerebral embolism and that stellate ganglion block 
has no effect on the final outcome. 


Abacterial Epidemic Meningitis in Rural Areas and 
Isolated Settlements. J. Brockhaus and I. Kruse. 
Monatsschr. Kinderh. 105:241-246 (July) 1957 (In 
serman) [Berlin]. 


An epidemic of meningitis which had occurred 
in the fall of 1956 in many parts of Eastern West- 
phalia, Germany, is reported. The disease was more 
common among children and adolescents of the 
rural population. It was highly contagious, the in- 
cubation period varied from 11 to 15 days, and the 
prognosis was favorable. The disease showed a 
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familial spread and was observed 2 times among 
the population of children’s hospitals; these obser- 
vations suggested a direct transmission by close 
contact from person to person. Latent and asymp- 
tomatic forms may have occurred frequently, and 
these explain the spread of the disease. This form 
of meningitis was classified among the “poliomye- 
litis-like” diseases because of the many features 
which this new disease has in common with polio- 
myelitis, i. e., the incubation period, occurrence in 
siblings, the ratio between fully developed and 
abortive and asymptomatic forms, a tendency to 
occurrence in young persons, distribution in rural 
and urban areas, seasonal variations, and the oc- 
currence of sporadic cases after the peak of the 
epidemic. 

Of 85 patients reported on, 45 had a diphasic 
course; pain in the neck and back, vomiting, and 
fever were the predominant symptoms. The number 
of cells in the cerebrospinal fluid varied from 50 to 
8,800 per cubic centimeter and was not related to 
the severity of the disease. The pathogenesis of the 
disease has not been elucidated. Myeloencephalic 
processes apparently occurred in addition to the 
meningitic process in some patients, but the en- 
cephalitic manifestations were as a rule benign. A 
neurotropic virus with biological properties similar 
to those of the poliomyelitis virus is probably the 
causative agent. 


Hereditary Episodic Adynamia: A Special Form of 
Familial Periodic Paralysis with Hyperkalemia: 
First French Cases. M. Kaplan, P. Strauss, R. Grum- 
bach and B. Aymard. Presse méd. 65:1305-1308 
(July 13) 1957 (In French) [Paris]. 


Hereditary episodic adynamia, recently isolated 
by Ingrid Gamstorp, closely resembles familial 
periodic paralysis but may be distinguished from it 
by certain identifying characteristics, the most im- 
portant of which is an increase in the serum potas- 
sium level during the attacks. The first cases of this 
peculiar malady to be reported in France were dis- 
covered in the family of an 8-year-old boy referred 
to the authors with a diagnosis of familial periodic 
paralysis in a degraded form. The disease, which 
was first noted in the child at the age of about 1 
year, when he was learning to walk, was character- 
ized by abrupt attacks of functional weakness which 
usually began with a feeling of heaviness in the 
legs. The paralysis that followed was complete; 
walking was impossible, and when the child was 
lying in bed he could neither raise his head nor 
turn over. He had difficulty in moving his jaws and 
was unable to cough or to breathe deeply. The 
attacks were accompanied by general malaise and 
cold sweats but not by pain or sensory disturbances. 
They lasted for a quarter or half an hour and oc- 
curred at an average of one a day, usually toward 
the end of the morning. The child was admitted 
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to the hospital for study. Clinical examination re- 
vealed no abnormality. Hematological — studies 
showed only a slight increase in the total bases and 
a moderate glycemia, but the serum potassium 
level, which had been expected to be low, actually 
proved to be high. The diagnosis of hereditary 
episodic adynamia was established by a provocative 
test dose of potassium chloride which was given 
orally and which produced an attack of moderate 
severity in about 15 minutes. 

The prognosis in hereditary episodic adynamia 
is favorable. The patients are generally free from 
symptoms between attacks and the attacks them- 
selves seem to occur less often as the patient grows 
older. They usually come on during a period of 
rest after activity and can be prevented or mitigated 
by movement. Genealogical investigation of the 
child’s family, now counting 4 generations, showed 
that the disease, which first appeared in the second 
generation, is transmitted as a dominant trait: chil- 
dren who were affected had affected parents and 
children who were not affected had parents that 
were free from the defect. Five of the affected sub- 
jects were examined and are reported on in detail. 
These patients—consisting of the boy in whom the 
diagnosis was first made, his mother, a cousin ger- 
man of the mother’s, and her 2 children—all had 
similar symptoms of varying intensity and duration, 
and in all the serum potassium levels fluctuated in 
accordance with the progress of the attacks. The 
opposition between the hyperkalemia found in 
hereditary episodic adynamia and the hypokalemia 
of familial periodic paralysis raises many interesting 
questions relating to the nature of muscular con- 
traction, the part played by the potassium ion in 
that contraction, and perhaps the endocrine—and 
especially adrenal—control of the metabolic dis- 
turbances dominating these 2 forms of periodic 
paralysis which are in many respects so much alike. 


Reading Epilepsy. H. Stevens. New England J. 
Med. 257:165-170 (July 25) 1957 [Boston]. 


A variety of sensory or psychic experiences may 
presage or precipitate a convulsive seizure. Know]- 
edge of this premonitory and sequential pattern of 
events that introduces the seizure often reveals the 
epileptogenic focus. Primary reading epilepsy, a 
new syndrome delineated by Bickford and his co- 
workers, is diagnosed by the history of a general- 
ized grand mal seizure occurring after reading. 
Twitches of the jaw, increasing in frequency, warn 
the patient of an impending seizure. The process 
ceases if reading is stopped. In secondary reading 
epilepsy, a similar but separate entity, also identi- 
fied by Bickford and associates, seizures may occur 
spontaneously or may be precipitated by stimuli 
other than reading, particularly by various forms 
of photic stimulation. The jaw-jerking phenomenon 
is absent. The histories of 2 patients with secondary 
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and of 1 patient with primary reading epilepsy are 
presented. The patients with secondary epilepsy 
were boys, aged 11 and 17 years respectively. These 
2 boys had no jerking of the jaw in connection with 
their seizures. The 1l-vear-old boy in whom the 
attacks of loss of consciousness occurred after read- 
ing had sustained a head injury 6 vears previously. 
In the 17-vear-old boy dizzy spells and lapses of 
consciousness were precipitated by prolonged read- 
ing but also by sudden flashes of bright light (flash 
of sunlight on opening the front door, or a flash 
from the automatic refrigerator light). 

In the 24-year-old woman with primary reading 
epilepsy the attacks of loss of consciousness were 
preceded by twitching of the jaw. The reading of 
familiar prose or familiar music was less likely to 
precipitate an attack than attempting to read new 
music or reading Hebrew. The reading of Hebrew 
demanded considerable effort. It required the un- 
conventional right-to-left scanning. In addition, the 
numerous and small vowel signs placed beneath the 
Hebrew consonants require vertical as well as 
right-to-left scanning. This would require not only 
eye movements of quite a different pattern from 
those used in reading familiar English or music but 
also much more intense scrutiny and concentration 
on the text. Electroencephalographic studies re- 
vealed abnormalities and a right frontal focus in 
the 11-year-old boy but revealed normal results in 
the 17-year-old boy. In the woman with primary 
reading epilepsy reading English of various sizes 
of print under varying conditions of illumination 
failed to produce dysrhythmia in the electroen- 
cephalogram. However, when the patient was given 
Hebrew to read, a crescendo of spike discharges 
were promptly precipitated, eventuating in jaw 
twitching followed by a feeling of warmth and then 
of being dazed, until finally she was unable to con- 
tinue the reading. 


The Stabilizing Effect of Occupational Therapy on 
Chronic Psvchotics with a Tendency to Aggressive 
Forms of Behaviour. A. A. Robin. J. Ment. Se. 
103:597-600 (July) 1957 [London]. 


The author comments on the current tendency to 
emphasize the physical and pharmacological treat- 
ments in patients with chronic psychosis and to 
overlook the value of more conservative measures. 
He presents observations on the efficacy of the most 
conservative of treatments, occupational therapy, 
in a ward for refractory psychotic patients. The 
population of the ward remained relatively static; 
29 of the 38 patients were in the ward for 3 years, 
and the number of exchanges in the other 9 beds 
was small. It was possible to observe the effect of 
occupational therapy on ward behavior. The infor- 
mation on which this report is based was taken from 
the ward records retrospectively, and as the study 
was not planned in advance, the nursing staff could 
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not have been biased in their reports. It was found 
that occupational therapy had a quieting effect on 
ward behavior in aggressive patients, which was 
more marked than that produced by the prescrip- 
tion of tranquillizing agents. The absence of occu- 
pational therapy greatly increased the expenditures 
for sedative drugs, and it is estimated that this 
increase amounted to more than the salary of an 
occupational therapist. The author also shows the 
necessity of standardizing ward conditions when 
trving new drugs in patients with chronic psychosis. 


Procyclidine Hydrochloride (Kemadrin) Treatment 
of Parkinsonism. A. Zier and L. J. Doshay. Neurol- 
ogy 7:485-489 (July) 1957 [Minneapolis]. 


Procyclidine (1-cyclohexyl-1-phenyl-3-pyrrolidi- 
no-l-propanol; Kemadrin) hydrochloride is a spas- 
molytic agent possessing atropine-like parasym- 
patholytic action, abolishing in rabbits the tremor 
due to nicotine toxicity, and exhibiting minimal or 
no effect on blood pressure, heart, respiration, or 
hematological components. The effects of this drug 
have been studied in 108 patients with and 8 with- 
out Parkinsonism. Of the group with Parkinsonism, 
27 had postencephalitic, 36 had iodopathic, and 45 
had arteriosclerotic disease. The non-Parkinsonism 
group included patients with double athetosis, 
Huntington’s chorea, senile tremor, dystonia mus- 
culorum deformans, and familial tremor. The ages 
of the patients ranged from 22 to 75 years, with 
males predominating (2:1). The methods of ad- 
ministration of procyclidine included substitution in 
increasing doses as other drugs were gradually with- 
drawn, addition to the existing regimen, and prompt 
total substitution. 

The criteria for success or failure hinged on the 
patients activities of daily life to include items of 
work, self-care, gait, speech, and alertness and 
clinical observation. Improvement was registered it 
one or more of the cardinal symptoms of Parkin- 
sonism showed improvement and continued to do 
so for a period of 1 month. Patients were considered 
unimproved if at least one of the basic symptoms 
was not brought under control by action of the 
drug. Procyclidine afforded striking results in 6 of 
the 8 patients with non-Parkinsonian disease, and 
of these a patient with double athetosis improved 
to the extent that he was able to discontinue medi- 
cation within 6 weeks. Of the group with Parkin- 
sonism, 57% responded favorably; 10 patients of 
the 43% not responding favorably complained that 
their symptoms were worse. The drug was tolerated 
better and was of greater benefit in arteriosclerotic 
than in postencephalitic disease, proving efficient in 
the control of rigidity, tremor, akinesia, fatigue, 
weakness, and mental depression. The side-effects 
were similar to those of other anti-Parkinsonism 
drugs, diminishing in number and intensity as the 
administration of the drug was continued, and there 
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were no serious reactions reported. The addition of 
Cogentin to procyclidine is advocated in severe 
rigidity, and the addition of Parsidol to procyclidine 
in major tremor. Treatment of Parkinsonism will 
have to be geared more and more to the tolerance 
of the older age group because the younger patient 
with Parkinsonism is fast disappearing, the prospect 
of relief by surgical therapy is remote at best, the 
older patients are hypersensitive to many drugs, 
and the multiplicity of severe symptoms accrued in 
the process of aging. 


Two Episodes of Psychosis After Treatment with 
Isoniazid. K. Waterstradt. Deutsche med. Wchnschr. 
§2:1138 (July 5) 1957 (In German) [Stuttgart, 
Germany]. 


While there have been occasional reports of 
psychotic reactions after treatment with isonicotinic 
acid hydrazide (isoniazid), many reports on large 
numbers of patients treated with this drug do not 
mention this complication, and investigations on 
this side-effect of isoniazid yielded negative results. 
Some investigators believed that a latent predis- 
position to schizophrenia played a part in the oc- 
casional psychotic episode and others observed that 
manic symptoms subsided immediately after isonia- 
zid therapy was discontinued. Still others ascribed 
this disturbance to overdosage. A 17-year-old girl 
was treated with Rimifon, a proprietary preparation 
of isonicotinic acid hydrazide (isoniazid). She had 
active pulmonary tuberculosis. After having re- 
ceived isoniazid for 10 days in doses of 5 mg. per 
kilogram of body weight, she developed motor rest- 
lessness, extreme anxiety, and religious delusions. 
When sedatives proved ineffective, she was trans- 
ferred to a psychiatric department, where her symp- 
toms were diagnosed as acute psychosis. Two weeks 
later her condition had become normal. A similar 
psychotic episode developed several months later 
after the girl had received another course of treat- 
ment with an isoniazid preparation. This time the 
mania-like psychosis subsided in 10 days. The 
author believes that a repetition of isoniazid therapy 
is inadvisable after it has once elicited a psychotic 
episode, irrespective of whether the cause is an 
allergy, an intoxication, or a latent psychosis. 


GYNECOLOGY & OBSTETRICS 


Abdominal Pregnancy. F. P. Zuspan, E. J. Quilligan 
and J. M. Rosenblum. Am. J. Obst. & Gynec. 74: 
259-263 (Aug.) 1957 [St. Louis]. 


Abdominal pregnancy occurred during the years 
1951 through 1956 in 11 patients in the Cleveland 
hospital. The ratio of abdominal pregnancies to 
total deliveries on the clinic service was 1:782. No 
abdominal pregnancy occurred on the private serv- 
ice in this period; therefore, the ratio to total pa- 
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tients delivered was 1:1,955. All abdominal preg- 
nancies but one occurred in Negro patients. The 
average age of this group was 30 years. Six of them 
were primigravidas. The diagnosis was established 
in 3 patients during the first trimester, in 3 during 
the second, and in 5 during the third. The diagnosis 
was made preoperatively in 8 patients. The symp- 
toms most frequently encountered in these 11 pa- 
tients were lower abdominal pain, cessation of fetal 
motion, vaginal bleeding, and vomiting. The phys- 
ical examination revealed in 5 patients a small 
cervix that was anteriorly displaced. Seven patients 
had a small uterus or one not compatible with the 
length of gestation. Fetal heart tones were absent 
in all but one patient. Anemia, with less than 9.5 
Gm. of hemoglobin per 100 cc. of blood was present 
in 6 patients, and 3 developed severe hypotension. 
Immediate laparotomy was the treatment of choice 
in this series, once the diagnosis was established. 
Adequate blood replacement prior to operation and 
the availability of at least 4 units of whole blood 
at the time of surgery are mandatory. Management 
of the placenta was necessarily individualized. A 
marked decrease in morbidity occurred in_ this 
group when the placenta was removed during the 
initial operation. There were no maternal deaths. 
Only one living child was delivered. 


The Use of a Long-acting Estrogenic Hormone 
Preparation, Estradiol Valerate (Delestrogen), for 
the Inhibition of Lactation and the Relief of Post- 
partum Breast Engorgement. G. Rosenblum and 
B. L. Ginsburg. West. J. Surg. 65:234-238 (July- 
Aug.) 1957 [Portland, Ore.]. 


Postpartum engorgement of the mammary glands 
is a source of great discomfort and annoyance to 
women who cannot or do not choose to breast-feed 
their babies. The authors employed various hor- 
mone preparations in the management of these 
symptoms, but only during the last 2 years have 
they been satisfied with their results. They found 
that a single intramuscular injection of 10 mg. of a 
long-acting estrogenic hormone preparation, estra- 
diol-17-beta-n-valerate (Delestrogen), during labor 
or immediately after delivery inhibited the onset 
of lactation and prevented mammary engorgement. 
In the 150 women treated with this preparation no 
additional measures such as tight breast binders or 
ice bags were employed, yet 135 (90%) of the women 
had no evidence of lactation and no uncomfortable 
breast symptoms; the other 15 had minimal en- 
gorgement or leakage of less than 24 hours’ dura- 
tion on approximately the 7th postpartum day. No 
patient failed to respond to the hormone injection. 

There were no undesirable effects (such as— 
uterine bleeding or interference with the resump- 
tion of normal cyclic ovarian function) as a result 
of the Delestrogen therapy in any of the 150 
women. The injection was well tolerated by all. 
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The injection of Delestrogen during labor had no 
adverse effect upon the subsequent course of the 
delivery or upon the postpartum period. The 
optimal response to Delestrogen is achieved when 
the injection is given during labor or immediately 
after delivery. When the administration is delayed 
for several hours or several days after parturition, 
the hormone therapy is less effective. A single in- 
jection of 10 mg. of Delestrogen was not sufficient 
to suppress milk production in the small number of 
women who already were lactating; larger doses 
and repeated injections were not evaluated in these 
women with established lactation. 


The Value of Routine Cervical Smears in the De- 
tection of Incipient Cervical Carcinoma in Preg- 
nant Women. T. A. Slate, P. L. Martin and W. J. 
Merrit. Am. J. Obst. & Gynec. 74:344-353 (Aug.) 
1957 [St. Louis]. 


From 5,935 pregnant women 45 abnormal smears 
were screened. The smears of 22 patients were 
equivocal, in 14 there was probable carcinoma, and 
in 9 there was definitive evidence of carcinoma. In 
the group of the 22 patients, 7 became cytologically 
negative post partum. Among the 14, 4 cases of 
premalignant dysplasia, 7 of preinvasive carcinoma, 
and 1 of invasive carcinoma were detected. In the 
group of 9, 3 had premalignant dysplasia (border- 
line lesions), 4 had preinvasive carcinoma, and 2 
had invasive carcinoma. The evidence obtained 
indicates that definitive abnormal smears will re- 
main practically the same in the postpartum period 
and will reveal abnormal or atypical histological 
findings comparable with the smear with a high 
degree of accuracy. Abnormal lesions of the cervix 
during pregnancy, such as premalignant dysplasia 
and preinvasive carcinoma, are definite pathological 
changes and will persist with the host if not re- 
moved by multiple biopsies or treated during preg- 
nancy. All cervixes showing a lesion grossly sus- 
picious of malignancy should be biopsied to rule 
out invasive carcinoma. 


The Retained Uterine Cervix. \l. Cariker and M. B. 
Dockery. Am. J. Obst. & Gynec. 74:379-391 (Aug.) 
1957 [St. Louis]. 


The retained uterine cervix of 334 patients had 
been surgically removed or subjected to biopsy. 
All these women had symptoms referable to the 
retained cervix which caused them to ask for ex- 
amination. Carcinoma of the cervix was found in 
78 patients (23.5%) and caused death in 28. Car- 
cinomas of stage 3 and 4 and grade 3 squamous-cell 
epitheliomas were responsible for the largest num- 
ber of deaths. Adenocarcinoma caused death in 7 
of the 14 patients so afflicted. Prolapse of the cervix 
and vaginal walls were the complaint and findings 
in 100 patients. Cervical bleeding was the most 
frequent presenting symptom in both malignant 
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and benign conditions. The vaginal approach was 
of advantage for more adequate repair of the vag- 
inal wall, although abdominal removal of the cervix 
was done when pelvic masses and fistulas were 
present. Owing to the results of this study, a total 
removal of the uterus is advisable, when hysterec- 
tomy is the choice of treatment. 


Routine Curettage at Delivery. J. B. Lounsbury. 
Am. J. Obst. & Gynec. 74:233-240 (Aug.) 1957 [St. 
Louis]. 


Routine curettage of the uterus immediately post 
partum was carried out in 715 patients. This pro- 
cedure appeared to improve the morbidity rate 
moderately. Blood loss at delivery was reduced, 
and 7.8% of the patients were found to have re- 
tained tissue at delivery that might have caused 
later hemorrhage. Postpartum lochia was both 
lessened and shortened. Subsequent menstruation 
and fertility were not adversely affected by the 
procedure, which showed to be not a dangerous 
one. 


Intra-epithelial Carcinoma of the Cervix, 214 Cases, 
with Emphasis on Investigation by Cytology and 
Cone Biopsy. H. K. Fidler, D. A. Boyes and D. R. 
Lock. Canad. M. A. J. 77:79-85 (July 15) 1957 
| Toronto]. 


The authors present their experiences in a cyto- 
logical screening program for carcinoma of the 
uterus carried out over a 7-year period in the 
cytology laboratory of the Vancouver General Hos- 
pital. About 10% of the technician-screened ma- 
terial is seen by the pathologist. This comprises all 
smears considered as positive or suggestive and a 
certain number of the atypical but presumably 
benign smears. Patients with positive or suggestive 
findings are followed up until biopsy material is 
obtained. All those with negative findings are fol- 
lowed up for 1 year after the examination. Two 
hundred fourteen patients with intraepithelial car- 
cinoma were discovered during the 7-year period 
when 41,364 patients were examined, that is, intra- 
epithelial carcinoma was detected in 5.1 per 1,000 
patients. The mean age of the patients examined 
was 43.1 years and the mode 38 years; among those 
in whom invasive carcinoma was diagnosed the 
mean age was 52.4 years and the mode 48 years. 
The incidence of deep gland invasion and micro- 
scopic invasive foci increased with increasing age. 
The fact that no signs or symptoms were present in 
31% of the 214 patients with intraepithelial car- 
cinoma proves that the routine use of cytological 
examination is a most valuable screening method. 

Since pathologists in general accept the concept 
of intraepithelial carcinoma, the authors urge that 
they cooperate as active members of the team in- 
vestigating and managing these lesions, particularly 
those of the cervix. The clinician must rely upon 
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the pathologist, not only for the diagnosis but also 
for information regarding the extent of involvement 
and the presence of early invasion. The pathologist 
should insist on having adequate material upon 
which to reach a diagnosis. The authors believe 
that a carefully taken and a meticulously examined 
cone biopsy specimen is the most important aspect 
of the investigation of patients in whom the cervical 
cytological test is positive or suspicious. Careful 
examination of a cold-knife wide-cone biopsy speci- 
men has the following advantages: The pathologist 
may be able to decide whether residual disease has 
been left in the uterus, and he is able to search 
thoroughly for invasive foci and to study the extent 
of lymph node and circumferential involvement 
and is not likely to miss lesions where only a small 
part of the cervix is involved. With careful section- 
ing and examination of the tissue, many women will 
be spared more extensive procedures for treating 
this disease. 


Factors that Might Influence Prognosis in Malig- 
nancies of the Vulva. R. E. Cassidy, F. R. Braden 
and H. T. Cerha. Am. J. Obst. & Gynec. 74:361-367 
(Aug.) 1957 [St. Louis]. 


Radical vulvectomy and bilateral inguinal and 
deep pelvic lymph node dissection were recom- 
mended for 47 patients with invasive malignancy 
of the vulva. The presence of bone or lung or other 
distant metastases was the only contraindication. 
Seven patients were considered inoperable before 
definitive therapy was carried out. All these pa- 
tients died within 18 months. Extensive vulvectomy 
was performed on 3 patients who refused further 
surgery; these patients are alive and well. Of the 
37 patients treated by vulvectomy and node dissec- 
tion, 23 are living. An attempt was made to cor- 
relate the size of the primary lesion with the occur- 
rence of positive lymph node metastases. The au- 
thors came to the conclusion that regional lymph 
node metastasis may be expected in about 14% of 
the patients if the primary lesion is 3 cm. or less in 
greatest diameter and in approximately 39% of pa- 
tients with primary lesions of more than 3 cm. in 
greatest diameter. No correlation was found be- 
tween the histological grade of the malignancy and 
either the presence of node metastases or survival. 
Epidermoid carcinoma was encountered in 31 of 
the 37 patients. The prognosis in this series ap- 
peared to be the best. 


Preclinical Carcinoma of the Cervix. |. P. A. Latour, 
L. B. Brown and L. A. Turnbull. Am. J. Obst. & 
Gynec. 74:354-360 (Aug.) 1957 [St. Louis]. 


From Jan. 1, 1947, to Dec. 31, 1955, there were 
154 patients with preclinical cancer, diagnosed by 
ring biopsy with endocervical curettage and _ step- 
sectioning of serial blocks of the biopsy. These 
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were found by cytological screening of clinically 
negative cervixes. The cancers were classified as 
carcinoma in situ in 57 patients and as “early in- 
vasive” cancer in 97. The patients were successfully 
treated by a variety of methods. Carcinoma in situ 
was safely observed only after the minimal treat- 
ment which is incidental to ring biopsy or coniza- 
tion combined with endocervical curettage. The 
conservative management was frequently rewarded 
by subsequent pregnancies. Of the 57 patients who 
had carcinoma in situ, all are known to be alive 
and well. All but one of the 17 who received no 
definite treatment beyond ring biopsy have re- 
mained cytologically negative to date; 4 of these 
patients have had subsequent pregnancies. Of the 
97 patients with “early invasive’ cancer, 96 are 
known to be well; 3 of these received no treatment 
beyond ring biopsy and endocervical curettage. 
One patient died of heart disease, with no evidence 
of recurrence. Of these patients, 40 have been ob- 
served 5 years or more. The risks of overtreatment 
appeared to be more serious than the theoretical 
risks of conservative methods. Total hysterectomy 
with removal of the vaginal cuff and with preserva- 
tion of the ovaries appeared to be an adequate 
treatment for both carcinoma in situ and “early 
invasive’ carcinoma of the cervix. 


The Problem of Breast Abscess in the Puerperium. 
E. L. Sarason and S. Bauman. Surg. Gynec. & Obst. 
105:224-228 (Aug.) 1957 [Chicago]. 


The development of a postpartum breast abscess, 
constituting a significant percentage of the over-all 
morbidity associated with the puerperal. state, 
occurs in many communities in the United States 
and abroad in epidemic proportions. There is evi- 
dence that puerperal mastitis occurs almost  ex- 
clusively in women who are delivered in hospitals 
as contrasted with the very low incidence of women 
delivered at home. The presence of milk in the 
breast provides a favorable environment for the 
growth of staphylococci. The persistence of a firm 
mass in the breast, despite the absence of fluctua- 
tion, usually connotes a breast abscess requiring 
surgical drainage. It is common for a breast abscess 
to be enveloped by a zone of nonsuppurative masti- 
tis, so that the signs of fluctuation cannot be elicited. 
Whereas only 6% of the mothers harbored peni- 
cillin-resistant staphylococci on hospital entry, 35% 
of the mothers harbored the organisms | week later 
at the time of hospital discharge. Nursing personnel 
in the nursery and infants had a similarly high per- 
centage (88%) of penicillin-resistant staphylococci 
in nose and throat cultures. Barber and co-workers 
concluded that the newborn intants act as carriers 
in transferring the organism from the nursing per- 
sonnel to the mothers. If antimicrobial therapy is to 
prove effective, the breast infection must be recog- 
nized in its earliest stages, as no antibacterial agent 
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has yet been discovered which resolves by itself an 
established abscess. The administration of chlor- 
amphenicol in adequate dosage upon recognition of 
a tender localized mass in the breast occurring in 
the early puerperium may well obviate later in- 
cision and drainage of a breast abscess. Adequate 
surgical drainage should be instituted without de- 
lav, even in the absence of the classic signs of sup- 
puration, i. e. warmth, redness, and fluctuation, in 
the case of the postpartum abscess discovered 
several weeks or later in the puerperium. 


Combination of Chlorpromazine, Promethazine and 
Pethidine in Treatment of Eclampsia. B. H. Sheraes. 
Brit. M. J. 2:75-78 (July 13) 1957 [London]. 


The main objective of all tvpes of management 
of late preeclamptic toxemia of pregnancy is to re- 
duce the maternal and fetal mortality. The patho- 
genesis and etiology not having been established, 
management of this condition is based on 3 time- 
honoured principles: prophylaxis, treatment of 
svmptoms, and termination of the pregnancy. The 
disturbances common to eclampsia are clinically 
manifested in maternal anoxia through convulsive 
spasms of the pharynx; in pulmonary edema due to 
impeded venous return to the failing and decom- 
pensated heart; and in cerebral hemorrhage as a 
terminal stage of extreme hypertension. There is 
also possible impairment of liver function due to 
the toxemia and anoxia and of kidney function due 
to angiospasm and inadequate oxygenation. Treat- 
ment of eclampsia is directed toward the restoration 
of normal function of the maternal heart, lungs, 
liver, kidneys, and brain and must of necessity in- 
clude (1) a clear airway and maintenance of a L00% 
oxygen atmosphere; (2) adequate glycogen replace- 
ment; (3) intravenous vitamin adminstration; (4) 
maintenance of near normal circulatory dynamics; 
(5) administration of a diuretic (20% hypertonic 
glucose); and (6) reduction of venous return by con- 
duction nerve block. The all-important, all-absorb- 
ing most disturbing symptoms requiring urgent 
control are the extremes of nervous excitation caus- 
ing the convulsions and hypertension, both of which 
are the result of vasospasm. 

Chlorpromazine, a phenothiazine derivate, is a 
vasodepressor and vasodilator in that it reduces the 
pressor effect of adrenaline, causing a fall in blood 
pressure, It is an antipyretic, anticonvulsive agent 
rapidly eliminated by the body, inhibiting salivary 
secretion, and is consequently advantageous in the 
management of the unconscious eclamptic patient. 
It has no deletarious effects on the heart, liver, or 
kidneys, produces a “dampening” of adverse body 
reactions, depresses the amount of general anesthe- 
tic or sedation required, and eliminates the compli- 
cation of postanesthetic vomiting. A prolonged and 
profound sedation can be produced with chlor- 
promazine in combination with promethazine and 
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pethidine as a lytic cocktail. Inasmuch as immediate 
as opposed to late delivery, and intrapartum in 
contradistinction to antepartum eclampsia are asso- 
ciated with a lower mortality, a minimal convulsion- 
to-delivery interval is imperative. Chlorpromazine 
in combination with promethazine and _ pethidine 
has been proved to be the most suitable means of 
bringing eclamptic patients under control in such 
a manner that they can be prepared for delivery in 
the shortest possible interval (usually 1 to 4 hours). 
Of the 124 patients treated with this combination, 
43 (33%) had recurrence of fits that were substantial- 
lv different from those experienced prior to treat- 
ment in that they consisted of mild twitches of 
short duration of the face and limbs. Thirty-four 
patients (27.4%) were delivered by cesarean sec- 
tion with a mortality of 0.9%, none of the deaths 
being attributed to postoperative shock or hemor- 
rhage. There was a perinatal mortality of 33 infants 
(26.2%). 10 of whom weighed less than 3 Ib. (1,360 
Gm.). The maternal mortality with the new concept 
of treatment is much the same as with the Dieck- 
man method, 8.06% and 9.6% respectively. The 
perinatal mortality is substantially lower (10%) with 
the chlorpromazine combination method. 


Placental Transmission of the L. E. Factor: Report 
of Two Cases. G. M. Berlyne, I. A. Short and 
C. F. H. Vickers. Lancet 2:15-17 (July 6) 1957 


[London]. 


The L. E. cell is a polymorphonuclear leukocyte 
with a large acidophilic-staining intracytoplasmic 
inclusion which displaces the nucleus to the pe- 
riphery of the cell. In up to 90% of patients with 
systemic lupus erythematosus, large numbers of 
L. E. cells are demonstrable in preparations of pe- 
ripheral blood or bone marrow. The L. E.-cell 
phenomenon, it is suggested, is due to the L. E. 
factor, which migrates electrophoretically with the 
gamma globulin fraction of the plasma proteins, 
reacting with damaged nucleoprotein in the pres- 
ence of living polymorphonuclear leukocytes to 
produce the characteristic inclusions of depolym- 
erized desoxyribonucleic acid. Gamma_ globulins 
associated with immunity against infection are 
known to pass the placental barrier, and it was 
therefore inferred that the gamma globulin asso- 
ciated with the L. E. phenomenon might also pass 
the placental barrier. The blood of 2 patients with 
systemic lupus erythematosus in pregnancy, and of 
their infants after delivery, was examined serially 
with use of finger-prick technique. There was trans- 
mission of the L. E. factor to the infants, L. E. cells 
being demonstrated in the peripheral blood of both 
infants after birth, but they could not be found in 
either infant after the age of 7 weeks. The babies 
were clinically healthy. Systemic lupus erythemato- 
sus complicating pregnancy and inheritance of 
systemic lupus erythematosus are both rare. 
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Morgagni-Adams-Stokes Syndrome in Infancy: Syn- 
thetic Review and Clinical Contribution. M. Bolletti. 
Pediatria 65:361-386 (May-June) 1957 (In Italian) 
[Naples]. 


The author describes two instances of Morgagni- 
Adams-Stokes syndrome in 2 children. In one, a 
4'2-year-old child, the syndrome was observed in 
the course of rheumatic heart involvement, and in 
another, a 3-year-old child, in the course of a severe 
diphtheritic infection. The first child presented an 
early rheumatic carditis with involvement of con- 
duction causing a total atrioventricular block. Elec- 
trocardiography showed severe damage to the 
myocardium. In this child total atrioventricular 
dissociation with severe bradycardia was the pre- 
dominant factor in the mechanism of the Morgagni- 
Adams-Stokes syndrome. 


Transposition of the Aorta and Pulmonary Artery 
with Pulmonary Stenosis. W. P. Cleland, J. F. 
Goodwin, R. E. Steiner and M. Zoob. Am. Heart J. 
54:10-22 (July) 1957 [St. Louis]. 


The authors report on 8 children, 5 boys and 3 
girls, between the ages of 11 months and § years 
with transposition of the aorta and pulmonary artery 
and pulmonary stenosis with deficient pulmonary 
circulation. All patients were undersized, severely 
handicapped by dyspnea, and intensely cyanosed. 
The cardiograms showed evidence of gross right 
ventricular hypertrophy in all patients and evidence 
of auricular enlargement in 4. On roentgenographic 
examination the lung fields appeared to be oligemic 
or showed stippled hilar shadows suggestive of en- 
larged bronchial arteries in all patients. The left 
middle third of the cardiac contour was concave in 
3 patients, straight in 1, and convex in the remain- 
ing 4. Angiocardiography was performed in 5 
patients and was valuable in demonstrating the 
abnormal position of the aorta. It is the most de- 
pendable method of differentiating the condition 
from the tetralogy of Fallot. Suspicion that the 
condition is not Fallot’s tetralogy may be aroused 
by the finding of a loud single second sound at the 
“pulmonary area,’ probably produced by aortic 
valve closure, which is heard well at the second 
left intercostal space owing to the anterior position 
of the transposed aorta. 

A subclavian-pulmonary artery anastomosis was 
performed in 7 patients and an aortopulmonary 
anastomosis in 1. There was striking improvement 
in the physical capacity of 4 patients who were fol- 
lowed up for periods ranging from 1 to 2% years. 
Three patients died at or soon after the operation; 
in 1 of them, the subclavian artery was unsuitable 
for a Blalock anastomosis, and cardiac arrest oc- 
curred before the attempted aortopulmonary anas- 
tomosis could be completed; in another patient the 
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anastomosis was probably inadequate because of 
the small size of the subclavian artery; the third 
death occurred unexpectedly on the second day 
after an apparently successful subclavian-pulmo- 
nary anastomosis and no explanation for this was 
found on autopsy. Only 1 month has elapsed since 
operation in the 8th patient, but she has improved. 
The malformation of transposition of the great ves- 
sels with pulmonary stenosis produces a syndrome 
which can be diagnosed with reasonable accuracy 
on clinical and angiocardiographic grounds. Treat- 
ment by systemic-pulmonary artery anastomosis 
carries a considerable risk, but it offers a chance of 
great improvement in severely handicapped patients 
whose prognosis is otherwise poor. 


Acute Ascending Myelitis (Landry’s Paralysis) After 
Vaccination Against Poliomyelitis with Salk Vac- 
cine. E. Uehlinger. Schweiz. med Wchnschr. 87:813- 
814 (June 29) 1957 (In German) [Basel, Switzerland]. 


Two days after the second vaccination with Salk 
vaccine the symptoms of a rapidly progressive acute 
ascending myelitis (Landry's paralysis) appeared in 
a 4'-year-old girl. Flaccid paraplegia developed, 
and the child died 24 hours after the onset of the 
myelitis with signs of respiratory paralysis. Patho- 
logical studies revealed arterial and venous hyper- 
emia of the brain and meninges, a perivascular, 
chiefly pericapillary, edema with high protein con- 
tent of the spinal medulla and of the medulla 
oblongata, a perigangliocytic edema in the anterior 
horns of the spinal medulla, and some capillary 
hemorrhages around the central canal. The gang- 
lion cells were well preserved, but, by the interposi- 
tion of a layer of fluid between vessels and tissues 
and between ganglion cells and supporting tissue, 
a barrier was erected against the transport of oxy- 
gen from the blood to the cells. The resulting 
anoxia of the ganglion cells explains their func- 
tional failure, and this in turn becomes manifest 
clinically in the rapidly ascending paralysis, the 
progressive loss of consciousness, and the fatal 
coma. Since there was no inflammatory infiltration 
in either the nerve substance or the spinal meninges, 
a vaccination poliomyelitis can be ruled out. The 
ascending myelitis can be explained pathogenetical- 
ly as an anaphylactic-allergic reaction to the Salk 
vaccine. Cortisone and antihistaminics are the only 
therapeutic measures that could be tried in these 
allergic reactions to vaccine. 


Syndrome of the Anterior Spinal Artery. B. Lind- 
quist. Acta paediat. 46:380-386 (July) 1957 (In Eng- 
lish) [Uppsala, Sweden]. 

The author reports on a 6-year-old boy with the 
classic syndrome of the anterior spinal artery in- 
cluding involvement of both the upper and the 
lower extremities. Paralysis developed within half 
an hour with tetraplegia followed by dissociated 
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anesthesia and loss of bladder and bowel function. 
A striking feature of the clinical aspect of the pa- 
tient was the acute and dramatic onset of symp- 
toms. This suggested a vascular lesion as the cause 
of the syndrome, possibly because of trauma, since 
just before the onset the boy was playing in a barn 
by himself. The spread of the symptoms suggested 
that the lesion was located at the level of the lower- 
most cervical and uppermost thoracic segments of 
the spinal cord, where it involved mainly the an- 
terior part of the medulla. The patient improved 
slowly. The gross functional power of the arms was 
good with the exception of the hands, the strength 
of which was severely impaired. Twelve months 
after the onset the patient was able to walk on 
crutches and for short distances with a walking 
stick only. Considerable improvement was noted in 
the function of the bladder and bowel, so that he 
had become continent. The lesions of the hands 
appeared to be irreversible and a certain degree of 
permanent invalidism must, therefore, be expected. 
This is apparently the first report of the classic 
syndrome of the anterior spinal artery in a child. 


Atrial Septal Defect in Children. J. Wagner and 
G. R. Graham. Brit. Heart J. 19:318-326 (July) 1957 
[London]. 


Of 1,500 patients who were regularly followed in 
the congenital heart clinic of a children’s hospital, 
133 were found to have an atrial septal defect with- 
out other congenital cardiac abnormalities. In about 
25% of the 133 patients the diagnosis was confirmed 
by cardiac catheterization. All the patients were 
followed over a period of several years. From the 
history, x-ray findings, and electrocardiograms a 
composite profile of the child with atrial septal de- 
fect may be constructed. This anomaly often gives 
rise to serious symptoms and disabilities which 
commonly appear in childhood. Growth is usually 
slightly retarded, with a striking deficit in weight. 
Breathlessness is common, and chest infections fre- 
quently occur. The heart is usually slightly enlarged. 
The pulmonary second sound is loud and split, the 
second component being accentuated. A_ systolic 
murmur is easily heard, loudest in the second or 
third left interspace. A soft apical diastolic murmur 
is common. The electrocardiogram often shows in- 
complete or complete right bundle-branch block, 
right ventricular hypertrophy, or both. Roentgeno- 
grams of the chest reveal right ventricular enlarge- 
ment, prominent pulmonary conus, large pulsatile 
pulmonary arteries, and increased vascularity of the 
lung fields. The presence of pulmonary hypertension 
and the size of the interatrial shunt can often be 
suspected from the radiologic appearance. 

There was a lack of correlation between present- 
ing and subsequent symptoms on one hand and 
objective evidence of cardiac disease on the other. 
The symptoms, therefore, cannot be used as a re- 
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liable index of the disturbed circulatory dynamics. 
It is often left to radiologic examination to provide 
the first objective clue to the harmful consequences 
of an interatrial shunt. 


Resection of Pulmonary Lesions Associated with 
Cystic Fibrosis of the Pancreas. L. L. Kulezycki, 
J. M. Craig and H. Shwachman. New England J. 
Med. 257:203-208 (Aug. 1) 1957 [Boston]. 


Although the majority of patients with cystic 
fibrosis have a combination of pulmonary and gas- 
trointestinal symptoms by the time they are one 
vear of age, a significant number are observed in 
older age groups, in whom bronchiectasis, recur- 
rent pneumonia, or asthma may be the presenting 
complaint, with little or no gastrointestinal or nutri- 
tional disturbances. Six patients with cystic fibrosis 
of the pancreas are described. The 2 youngest pa- 
tients are of particular interest because the diag- 
nosis was made in early infancy and the therapy 
was aimed at this condition. Lobar atelectasis in- 
volving the right middle lobe was detected in each 
case and persisted in spite of numerous attempts 
to correct this condition. Surgery was accordingly 
performed when these infants were 16 and 22 
months of age. Their present condition is satisfac- 
tory. The appearance of lobar atelectasis in small 
babies with cystic fibrosis affects the prognosis un- 
favorably, and it was believed that surgical removal 
was justified under these circumstances. 

The 4 other patients had bronchiectatic changes 
involving either the left or the right lower lobe. In 
2 patients the diagnosis of cystic fibrosis was made 
14 and 18 months after the operation. These opera- 
tions were performed at a time when diagnostic 
tests for cystic fibrosis were difficult to carry out 
and the frequency with which bronchiectasis occurs 
in children with cystic fibrosis was not generally 
appreciated. In view of the readily available pro- 
cedures for the diagnosis of cystic fibrosis, it is 
important to raise this diagnostic possibility in any 
child in whom surgery for bronchiectasis is contem- 
plated. The simple-imprint chloride method is a 
convenient method of pointing to the diagnosis. If 
this test proves positive the authors feel more secure 
in confirming the diagnosis by the sweat test, in 
which the concentration of sodium and chloride is 
determined in body sweat, or by a study of the duo- 


denal fluid, or both. 


The Incidence of Infantile Pyloric Stenosis. Z. Laron 
and L. M. Horne. A. M. A. J. Dis. Child. 94:151-154 
(Aug.) 1957 [Chicago]. 


The authors reviewed the records of all but 2 
cases of congenital hypertrophic pyloric stenosis 
proved by operation or autopsy in infants whose 
parents were residents of Pittsburgh and some of 
its adjacent areas. Records of infants with pyloric 
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stenosis were found in 11] of the hospitals of the 
area surveyed over the 11 years from 1945 to 1955. 
During this period, there were 127,029 white live 
births, with 153 cases of congenital pyloric stenosis 
among these babies. Calculating the incidence for 
each year separately, there is a range varying from 
0.035% to 0.175%. The mean value for the 11 years 
is 0.12%, with a standard deviation of+ 0.046. 
Expressed differently, this gives an over-all inci- 
dence of 1 case per 830 live-born white babies. Dur- 
ing the same period of time, there were 22,809 
Negro live births, with 11 cases of congenital pyloric 
stenosis among them. The mean incidence was 
(0.046%, or 1 case in every 2,073 live Negro births. 
This difference in incidence between white and 
Negro babies is statistically significant. 

The authors were able to find in the literature 
only 5 surveys which report the incidence of con- 
genital hypertrophic pyloric stenosis per number 
of live births for a given area. Wallgren found an 
incidence of 0.4% in Sweden. Two separate studies 
registered a frequency of 0.3% in England. In Scot- 
land the incidence was found to be 0.15%. A fifth 
survey, coming from Israel, reports an incidence of 
(0.05%. Most pediatric textbooks mention the rarity 
of congenital hypertrophic pyloric stenosis among 
Negroes. The etiology of pyloric stenosis in early 
infancy is not clarified. The authors believe that 
genetic differences could account for the findings 
mentioned. Further studies of this kind in other 
parts of the United States and other countries might 
help explain the difference in incidence of infantile 
pyloric stenosis in various parts of the world and 
in different populations. Such findings may be a 
necessary link in the understanding of the etiology 
of this disease. 


Epidemiology, Therapy and Prophylaxis of Inter- 
stitial Pneumonia in Nursing Infants. S. von Berlin- 
Helmendahl and O. Goetz. Ztschr. Kinderh. 79:680- 
720 (No. 6) 1957 (In German) [Berlin]. 


The authors report on 328 nursing infants with 
severe interstitial pneumonia and on 51 nursing in- 
fants with latent or mild interstitial pneumonia 
treated at the pediatric clinic of the University 
of Munich, Germany, between 1941 and 1956. 
They collected 1,471 additional cases from the 
literature. Observations made on these 1,850 in- 
fants, in whom the diagnosis was established clin- 
ically, roentgenologically, and partly by autopsy, 
suggest that the “preferred occurrence of the dis- 
ease in the 8th week of life” depends on an external 
event, namely, on the fact that most of the diseased 
infants were hospitalized within the first week of 
life, bringing them into close contact with the 
causative agent. Late cases, with an onset of the 
disease after the 8th week of life, may occur, and 
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their occurrence depends not on a long incubation 
period but on getting into contact with the causa- 
tive agent at a later time. The incubation period 
varies from 6 to 8 weeks but may also be shorter 
(minimum 1 week). It is not certain whether these 
early cases represent special types of interstitial 
pneumonia. It seems highly probable that the trans- 
mission of the disease occurs by contact and not by 
air current, as in measles. Interstitial pneumonia is 
supposed to be contagious not only in the prodromal 
stage but for at least 4 weeks after it has become 
manifest. The disease is highly contagious to sus- 
ceptible persons: a 1-day sojourn in the infectious 
environment is sufficient to acquire the disease. 
After the 4th month of life the nursing infants be- 
come increasingly immune to interstitial pneumonia 
and are capable of acquiring their immunity in the 
course of a subclinical attack (silent immunity). 
The seasonal peak of the disease in summer should, 
provisionally, be considered fortuitous. Hospitaliza- 
tion is not indispensable for acquiring the disease. 

The death rate is influenced unfavorably by 
severe associated disease and by an absolutely low 
weight of the patient at the onset of the disease, 
i. e., deficient “maturation,” but not by a particularly 
pronounced deficit in weight, i. e., by the degree 
of an occasionally present dystrophy. Premature 
birth and a low birth weight as evidence of im- 
maturity, the occurrence of pneumothorax and 
emphysema, delayed rest in bed because of late 
diagnosis of the disease in a patient treated at 
home, and male sex probably influence the death 
rate. Of 10,101 nursing infants who were admitted 
to hospital and who came in contact with the causa- 
tive agent, 3.2% acquired the disease. Of 1,291 im- 
mature infants who reached the 4th week of life, 
28% acquired the disease. “Preinfections,” i. e., in- 
flammatory signs in the upper respiratory tract, 
were observed before the onset of typical interstitial 
pneumonia in 63% of the infants. 

Forty-two per cent of the untreated infants 
died; 31% of those treated with short-wave dia- 
thermy of the thorax died. Fourty-seven per cent 
treated with antibiotics other than chloramphenicol 
died. Twenty-three per cent of those treated by 
x-ray therapy of the chest died as compared to 39% 
of all those treated by other methods except with 
chloramphenicol. Only 3 of the 22 infants treated 
with chloramphenicol died, but a comparative 
evaluation of the results in this group was not pos- 
sible, since only 5 were premature and all the 
others were eutrophic. Prophylactic measures con- 
sisted of repeated blood transfusions and adminis- 
tration of penicillin and gamma globulin. Early and 
repeated administration of gamma globulin every 
2 to 3 weeks seemed to exert a favorable influence 
in preventing a fatal course of the disease. The 
morbidity was not influenced by prophylactic 
measures. 
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Thrombosis of the Inferior Vena Cava in Child- 
hood: Report of a Case. W. D. Liddle Jr. and W. W. 
Waddell Jr. Virginia M. Month. 84:354-357 (July) 
1957 [Richmond]. 


Most of the naturally occurring cases of throm- 
bosis of the inferior vena cava are rapidly fatal 
either because of the causative agent, such as a 
tumor or the overwhelming infection, or because 
of the inability to develop sufficient collateral cir- 
culation. Typical physical findings include edema- 
tous legs with dilated compensatory veins arising 
below the level of the obstruction and coursing 
over the flanks to the thorax. The single patient 
described showed minor liver function alteration. 
A diagnosis of cellulitis and thrombophlebitis was 
made during hospital stay when the patient was 
17 months old. Attacks of grand mal epilepsy 
followed discharge, and at this time dilated veins 
appeared on the child’s abdomen and chest. Veno- 
grams indicated utilization of the vertebral system, 
the intercostal veins, and the azygos and no evi- 
dence of flow through the inferior vena cava. The 
patient was rehospitalized for mild thrombophle- 
bitis, considered to have been secondary to venous 
stasis, which was relieved with rest, elevation. and 
bandaging of the limb. Excellent results have al- 
ways been obtained in surgical ligation of the 
inferior vena cava, although no known attempt has 
ever been made to remove a thrombus once estab- 
lished. 


Unilateral Anomaly of the Renal Artery in a Child 
as a Cause of Hypertension. P. Rover. Rey. espan. 
pediat. 13:337-345 (May-June) 1957 (In Spanish) 
{[Saragossa, Spain]. 


Cases of unilateral renal lesions causing malig- 
nant arterial hypertension in a child are rare. The 
author knows of 33 such cases and adds 5 observa- 
tions of his own. The svstolic pressure was 20 to 25 
cm. Hg and the diastolic was 15 to 18 cm. Hg. Eve 
examination revealed a severe retinopathy with fili- 
form arteries crossing the veins. Clinical examina- 
tion and urinalysis help little in establishing the 
diagnosis of lesions of the renal artery. Functional 
examination sometimes shows albuminuria, but 
usually the results are normal. Urography and 
tomography sometimes show a small kidney con- 
nected with the anomalous artery. The best diag- 
nostic aid is renal arteriography (aortoarteriog- 
raphy). Lesions of the renal artery can also be 
detected during operation by exploration of the 
renal pedicle. The arteriographic image may show 
aneurysm, stenosis, compression, and other lesions. 
Arterial coarctation and bilateral renal insufficiency 
as causes of maligant arterial hypertension can be 
eliminated in the differential diagnosis. Less easy 
to eliminate are pheochromocytoma and_panar- 
teritis. 
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The author performed a nephrectomy in 5 chil- 
dren with malignant hypertension. The lesions of 
the renal arteries found in these 5 children were 
compression of the left renal artery by a neuro- 
fibroma and arterial thrombosis in one; congenital 
aneurysm of the renal artery of the right kidney in 
one and of the left in another; and stenosis of the 
renal artery of the right kidney and of the left in 
the remaining 2 children. 


Haemolytic Disease of the Newborn Due to ABO 
Isoimmunization. MI. Sabin and L. Lowenstein. 
Canad. M. A. J. 77:92-97 (July 15) 1957 [Toronto]. 


The clinical and laboratory features and_ the 
management of 17 newborn infants with hemolytic 
disease due to group ABO incompatibility observed 
at the Royal Victoria Montreal Maternity Hospital 
between 1951 and 1955 are detailed. They were 
observed among 16.621 deliveries. Fourteen moth- 
ers were multiparas and 3 were primagravidas. It 
is noteworthy that all 17 of the babies were of 
group A and that all the mothers were of Group O. 
Fifteen of the mothers were Rh-positive, while 16 
babies were Rh-positive. The remainder were Rh- 
negative. The blood group of the fathers was avail- 
able in only 2 cases. and both were Group A, 
Rh-positive. The diagnosis of ABO incompatibility 
can be made more easily on clinical grounds than 
on the basis of laboratory tests, although only the 
latter can provide an accurate confirmation of the 
clinical impression. The most useful diagnostic 
criteria in the present investigation were observa- 
tion of icterus within 24 hours of birth and the 
blood groups of the baby and the mother. Prenatal 
grouping of the mothers blood to determine not 
only those who are Rh-negative but also those be- 
longing to group O alerts the clinician to the possi- 
bility of hemolytic disease due to ABO isoim- 
munization. The diagnosis is further facilitated by 
grouping the cord blood of all babies whose moth- 
ers are group O. 

The possibility of hemolytic disease due to the 
rarer blood group antigens, such as the Kell and 
CW factors, can be ruled out with the aid of the 
Coombs test, which is strongly positive with the 
rare blood groups in contrast to the negative or 
weakly positive reaction found in hemolytic disease 
due to ABO isoimmunization. Exchange transfusion 
is the only important treatment in this disease, and 
a decision as to its use must be made promptly. 
The hemolysis is due to the A (or B) antibodies 
present in the plasma of group O mothers. Since A 
antibodies are present in the infant’s circulation at 
birth, transtused blood must be group O whose red 
blood cells are not affected by A antibodies. Ex- 
change transfusions were given to 9 of the 17 
intants. There were no fetal or neonatal deaths, 
and no kernicterus was observed in any of the 
children. The pediatric follow-up obtained in 13 
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children disclosed a good late prognosis. The inci- 
dence of ABO incompatibility is increasing. Three 
cases were reported at the Royal Victoria Montreal 
Maternity Hospital in 1954, an incidence of about 
1 in 1,000. In 1955 the incidence was 1 in 300, with 
11 cases in 3,329 deliveries. Hemolytic disease due 
to Rh incompatibility, however, was still more than 
twice as common during 1955. The detected inci- 
dence of hemolytic disease of the newborn due to 
ABO incompatibility may be expected to increase 
as awareness of the disease becomes more wide- 
spread and as hematological diagnostic techniques 
become more precise. 


Oxalosis: A New Metabolic Disease of the “Storage” 
Type. G. DeToni, P. Durand and C. Rosso. Minerva 
pediat. 9:623-637 (June) 1957 (In Italian) [Turin, 
Italy]. 


The authors report on an 11's-yvear-old child, a 
dwarf, with ichthyosis, horse-shoe kidney, and ne- 
phrocalcinosis, combined with several biochemical 
and functional signs characteristic of classic rena! 
insufficiency, hyperchloremic renal acidosis, and se- 
verely impaired ammoniogenesis. The child did not 
respond to any of the various treatments and died 
after a progressive worsening of the symptoms of 
renal failure. The diagnosis of oxalosis was made on 
the basis of the histochemical examination, which 
revealed crystals of calcium oxalate in the kidneys 
and in the cartilage of the bones. 


Hiatus Hernia in Children. H. Engberg, G. Thom- 
sen and J. Vesterdal. Acta paediat. 46:371-379 (July) 
1957 (In English) [Uppsala, Sweden]. 


The authors report on 63 children with hiatus 
hernia. The disease was diagnosed radiologically 
before the age of 10 vears in 60 patients. Three 
patients had characteristic symptoms birth, 
but the roentgen diagnosis was not made until after 
the age of 10 years. Five children had a paraeso- 
phageal hiatus hernia and 58 had a sliding hernia. 
Thirty-four children were operated on and 29 were 
treated conservatively. Some of the surgically 
treated patients were operated on twice because of 
recurrence of the hernia, so that a total of 45 op- 
erations was performed. Thirteen of the patients 
operated on were less than 1 vear old, 17 were 
between the ages of 2 and 3 vears, 7 were between 
the ages of 4 and 6 years, and 8 were between the 
ages of 12 and 22 years. Herniotomy was performed 
in 39 patients. A left phrenicotomy was performed 
in 3 young infants, and gastroesophageal resection 
was performed in 3 patients with congenital short 
esophagus. Nineteen patients operated on were 
cured and 15 were not. Eight of the 15 patients had 
a hernia or stenosis at the follow-up examination 
but were almost free of symptoms, and 7 still pre- 
sented symptoms of the disease. 
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The choice of treatment should be made accord- 
ing to the following principles. Small infants with 
sliding hernias should be treated conservatively, 
since esophageal changes are seldom present at 
this early stage. This will allow complete recovery 
in many patients. Children between the ages of 2 
and 6 years with sliding hernia but without ab- 
normal changes in the esophagus should be sub- 
jected to a herniotomy in order to prevent the oc- 
currence of these changes. Most patients with slid- 
ing hernias associated with esophageal changes 
cannot be treated successfully by a simple hernio- 
tomy, and this is especially true in those with 
stenosis. An esophageal resection is a major pro- 
cedure and carries a rather high mortality. Children 
with stenosis may do well if properly cared for. 
Resection should be postponed as long as possible 
and be carried out only if conservative measures 
definitely fail. All patients with paraesophageal 
hiatus hernia require operative treatment. These 
hernias are generally large and may compress 
neighboring organs in the thorax, or else the herni- 
ated part of the stomach may incarcerate, or an 
ulcer may develop. 


Intrinsic (Nonallergic) Bronchial Asthma as a Mani- 
festation of Fibrocystic Disease of the Pancreas. 
V. J. Derbes, J. H. Dent and R. White Jr. J. Allergy 
28:287-291 (July) 1957 [St. Louis]. 


Fibrocystic disease of the pancreas (mucovisci- 
dosis) mav be accompanied by meconium ileus in 
the newborn and by chronic bronchopneumonia in 
older infants. Repeated, rather severe bouts of 
respiratory tract infection appear early in_ this 
disease, and as the child grows older the frequency 
of such infections, which may be accompanied by 
asthmatic symptoms, increases. Intrinsic bronchial 
asthma is a symptom complex of cough, dyspnea, 
and wheezing brought on by bronchospasm, bron- 
chial mucosal edema, tenacious sputum, and infec- 
tions of the respiratory tract. The authors observed 
these signs of asthma in 33 of 68 patients with 
fibrocystic disease of the pancreas. They empha- 
size that this disease should be considered when- 
ever bronchial asthma is a conspicuous feature in 
voung children. 


Is the Fetus Damaged by Poliomyelitis During 
Pregnancy? G. Toéndury. Schweiz med. Wehnschr. 
§7:809-812 (June 29) 1957 (In German) [Basel, Switz- 
erland]. 


The author investigated the possibility of damage 
to the fetus when poliomyelitis develops in a preg- 
nant woman by histological studies on 3 fetuses. In 
the mother of the first fetus poliomyelitis had de- 
veloped on the 109th day after the last menstrua- 
tion, and the fetus had been expelled 8 days later. 
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In the mother of the second fetus the pregnancy 
had advanced to the 12th week when paralytic 
poliomyelitis developed. It was decided to inter- 
rupt the pregnancy because it was feared that the 
virus might damage the fetus. The mother of the 
third fetus had been pregnant for about 80 days 
when the symptoms of poliomyelitis developed. A 
dead fetus was delivered about 3 weeks before the 
estimated term. It had been ascertained that the 
virus of poliomyelitis circulates in the blood a short 
time before and for some hours after the appear- 
ance of poliomyelitis. It had also been demon- 
strated that poliomyelitis viruses are not exclusively 
neurotropic but rather pantropic. It appeared pos- 
sible that, like the rubeola virus, they might pene- 
trate the intact chorionic epithelium and enter the 
fetal blood stream. Embryonic tissue is an excellent 
nutrient medium for viruses. A number of viruses 
have been successfully transmitted to the em- 
bryonal disk of chicks, and in doing this, it was 
found that the sequels of such transplantation de- 
pend not so much on the type of virus as on the 
reactivity of the embryonal tissue; very young 
embryos are more susceptible than older ones and 
rapidly proliferating embryos more susceptible 
than slowly growing tissues. 

Two of the fetuses showed damage to the brain, 
in the form of diapedesis, pyknosis of cells, local 
edema, and gliocytic reaction (appearance of so- 
called rod cells); these changes were attributed to 
the invasion of the noxious substance. A leukocytic 
reaction was absent; theretore, one could not speak 
of “encephalitis.” In addition to these changes, 
severe damage to the lens was observed in one 
fetus, while the other had microphthalmia with 
possible damage to the lens and changes in the 
cornea. The generalized trophic tailure in this fetus, 
which was stillborn 3 weeks betore the expected 
term, indicates damage to the entire embryo. Ob- 
servations on these 3 fetuses were published in 
order to reemphasize the importance of virus in- 
tection in pregnant women and to stimulate more 
thorough investigations on the aborted fetuses. One 
should abandon the idea that a virus disease in the 
embryo takes the same course as it does after birth. 
While embryos of less than 7 months may become 
infected, they will not show an inflammatory reac- 
tion. A virus infection during the early fetal period 
may be without sequels or may cause death of the 
cell, but during the early phase of development 
(organogenesis) there is a general susceptibility of 
all tissues with a predilection for the purely epi- 
thelial organs such as brain, lens, and ear. During 
the more advanced stages of development a specific 
sensitivity of certain tissues gradually becomes evi- 
dent, while at the same time the fetus becomes 
capable of responding to the infection with inflam- 
matory manifestations. 
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THERAPEUTICS 


Micrococcal Bacteremia Without Endocarditis: 
Clinical Data and Therapeutic Considerations in 
109 Cases. A. Schirger, W. J. Martin and D. R. 
Nichols. Ann. Int. Med. 47:39-48 (July) 1957 [Lan- 


caster, Pa.]. 


Infections caused by Micrococcus pyogenes var. 
aureus (Staphylococcus pyogenes aureus) continue 
to offer a major therapeutic challenge. Micrococci 
possess an almost singular ability to demonstrate 
progressive resistance to new antibacterial agents. 
Experiences at the Mayo Clinic with bacteremia 
without endocarditis produced by gram-negative 
and some gram-positive organisms have been de- 
scribed recently. The present study reviews experi- 
ences in patients who had bacteremia without 
endocarditis caused by M. pyogenes. A study was 
made of the records in 109 cases of micrococcic 
bacteremia without endocarditis encountered at the 
Mayo Clinic during a period of 16'2 vears. The 
bacteremia was associated with underlying 
disease or followed operation in 95 of these cases. 
The most common surgical procedure to be fol- 
lowed by micrococcic bacteremia was transurethral 
prostatic resection. A variety of sulfonamides and 
antibiotics were used in treatment. A total of 72 of 
these patients recovered from the bacteremia. De- 
spite an increase in the incidence of strains of 
micrococci resistant to multiple antibiotics, the 
results of treatment of this condition with appro- 
priate antibiotic agents usually have been. satis- 
factory unless serious underlying disease has been 
present. No antibiotic represents a panacea for 
micrococcic bacteremia. 


Massive Penicillin Therapy for Meningococcal and 
Pneumococcal Meningitis in Childhood. F. K. 
Friederiszick and E. Hoffecker. German M. Month. 
2:216-219 (July) 1957 (In English) [Stuttgart, Ger- 
many]. 


Although the sulfonamides have brought about 
a radical fall in the mortality and marked reduction 
of sequelae in cerebrospinal fever, they have not 
measurably affected the prognosis of pneumococcic 
meningitis to any appreciable extent. Both menin- 
gococci and pneumococci are penicillin sensitive. 
Any unsatistactory result in early penicillin therapy 
may well be ascribed to the fact that the dosage 
employed, though sufficient to produce therapeutic 
blood levels, was not large enough to ensure that 
adequate amounts of the antibiotic penetrated 
the blood-brain barrier. Some measure of the suc- 
cess with intrathecal penicillin therapy in both 
penumococcic and meningococcic infection is over- 
shadowed by the risk entailed in complications 
ranging from mild meningeal irritation to near fatal 
neurotoxic incidents. A concentration in the amount 
of 0.03 to 0.1 units per cubic centimeter of cere- 
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brospinal fluid is bacteriostatic, a concentration in 
the amount of 0.1 to 0.5 units per cubic centimeter 
being bactericidal. Massive doses of penicillin are 
capable of penetrating the blood-brain barrier to 
the extent that the bactericidal concentration can 
be detected in the cerebrospinal fluid. Inasmuch 
as the cerebrospinal fluid level is only a fraction of 
the blood level, an extremely high penicillin blood 
level must be maintained in order to insure an ade- 
quate level in the cerebrospinal fluid. This is par- 
ticularly true in the latter stages of therapy, for the 
prevention of relapse where failure to maintain 
these levels is the princinal reason for the so-called 
incomplete cure. 

The high massive dosave essential for bactericidal 
concentrations is unusua'ly well tolerated in the 
water-soluble state, preferably in the form of 
crystalline potassium or sodium salts of penicillin 
G. Dosage is variable, depending for the most part 
on body surface area, as infants require 1 mega 
unit per kilogram of body weight per day, while 
older children require only 500,000 units per kilo- 
gram per day. A total of 34 children with cerebro- 
spinal fever ranging in age from 2 to 42 months 
were treated with massive doses of penicillin and, 
with few exceptions. with sulfonamides. There 
were 2 deaths in this series, both due to fulminating 
Waterhouse-Friderichsen syndrome. During the 
same period 12 children with pneumococcic menin- 
gitis were treated with massive doses of penicillin, 
one of the children dying on the dav of admission, 
another affecting a partial recovery with residual 
spastic paresis of the lower extremities and mental 
retardation, and the remaining 10 recovering com- 
pletely without residual effects. 


Clinical Experience with an Ethyleneimine Quinone 
(E39) in the Chemotherapy of Diffused Neoplasia. 
S. Di Pietro. Riforma med. 71:608-615 (June 1) 1957 
(In Italian) [Naples]. 


A group of 23 patients with neoplasia was sub- 
jected to treatment with an ethyleneimine quinone 
(E 39). Twelve patients had carcinoma, 4 sarcoma, 
3 lymphosarcoma, 1 reticulosarcoma, 2 lympho- 
granuloma, and 1 chronic lymphatic leukemia. The 
patients were given a dose of 5 mg. which was 
increased to 10 mg. and after 10 to 20 days to 20 
mg.; some of the patients received eventually a 
dose of 30 mg. per day. Tolerance was good in all 
patients. Local intolerance evidenced by sclerosis 
or thrombosis of the vein was observed in some. A 
reduction in the number of red blood corpuscles 
was observed after the treatment in all of the pa- 
tients. A reduction of 5,000 leukocytes per cubic 
millimeter was observed in two-thirds of the pa- 
tients. Leukopenia developed in all. The drug had 
no effect on the mass of the tumor or on the 
metastases of patients with carcinoma. Marked 
regression of the metastases was noticed in 1 
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patient with sarcoma after 45 days of treatment; 
the metastases disappeared after a period of 2 
months. Another patient with sarcoma died be- 
cause of hemorrhage. The drug had a_ beneficial 
effect on the subjective condition of the remaining 
2 patients with sarcoma. Very good results were 
obtained in 2 of the 3 patients with lymphosarcoma. 
A marked regression of the neoplastic adenopathy 
was observed in the patient with reticulosarcoma, 
the patient was subsequently subjected to roentgen 
therapy and was in satisfactory condition 4 months 
after the treatment. The drug had some but tempo- 
rary beneficial effect on the 2 patients with lympho- 
granuloma and no effect on the patient with lym- 
phatic leukemia. Serious toxic effects of the drug 
were not observed. 


Glutethimide Poisoning: A Report of Four Fatal 
Cases. A. J. MicBay and G. G. Katsas. New England 
J. Med. 257:97-100 (July 18) 1957 [Boston]. 


Four cases of glutethimide (Doriden) poisoning 
are reported. Doriden (2-ethyl-2-phenylglutarimide) 
has become a popular nonbarbiturate sedative. 
Pulmonary congestion and edema noted at autopsy 
were associated with intra-alveolar hemorrhages in 
2 patients. A massive hemorrhagic infarct of the 
right adrenal gland was found in one. One patient 
was unconscious for 27 hours, and bronchopneu- 
monia developed before he died. Abundant urine 
was found in the bladder of all patients. A con- 
siderable amount of reddish-tan precipitate was 
present in the urine. The free form of the metabo- 
lite in the urine was about 10 to 30% of the conju- 
gated torm. The levels of the total metabolite were 
24, 34, 42 and 48 mg. per 100 ml. in these 4 fatal 
cases. An additional patient, who recovered after 
ingesting 8.5 Gm. of glutethimide, had a_ total 
metabolite level of 15 mg. per 100 ml. The total 
metabolite in the urine reached maximum levels of 
7.5 and 10 mg. per 100 ml. in 2 patients who were 
given 1-Gm. doses of the drug. Three decedents 
were known to have had available 12, 15 and 50 
Gm. of the drug. The letal dose for man appears to 
be from 10 to 20 Gm. of glutethimide. 


Fulminant Necrotic Colitis from Use of Antibi- 
otics: Clinicopathological Study of 5 Cases. E. 
Nador and L. H. Camara-Lopes. Rev. paulista med. 
50:332-342 (May) 1957 (In Portuguese) [Sao Paulo, 
Brazil]. 


Almost all the antibiotics in common use, but 
especially broad-spectrum antibiotics, have been re- 
ported in the literature as frequent causes of the 
development of a fulminant choleriform syndrome 
leading to shock. In none of the reported cases has 
the complication been related to overdose of the 
antibiotics. The early symptoms appear suddenly 
within 3 or 7 days of administration of antibiotics. 
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They consist of acute diarrhea of watery stools with 
blood and with necrotic matter, high fever, ab- 
dominal pain, vomiting, rectal tenesmus, and a 
burning sensation in the rectum during defecation. 
Dehydration of the patient rapidly follows. The 
syndrome can be controlled at this stage by im- 
mediate withdrawal of the antibiotic and rehydra- 
tion of the patient. This is accomplished by phle- 
boclysis in doses of one liter per hour, for 12 or 15 
consecutive hours. Continuation of the antibiotic 
treatment results in rapid aggravation of the 
syndrome, acute toxemia, and shock. The authors 
report 5 cases of fulminant necrotic colitis from ad- 
ministration of different antibiotics. The choleriform 
syndrome with typical symptoms followed a rapid 
course to final shock Diagnosis was made by au- 
topsy. The pathological changes in the colon were 
the same in all 5 cases, showing diffuse fibrinous 
pseudopolypous necrotic colitis. The histological 
changes consisted of necrosis of the mucosa, infil- 
tration of the mucosal lamina propia with lvmpho- 
cytes and plasmocytes, and hyaline thrombosis of 
the arterioles and capillaries of the superficial layers 
of the mucosa. The authors believe that antibiotics 
either kill the saprophytes of the intestine and favor 
the development of bacteria resistent to antibiotics 
or transform the intestinal saprophytes into patho- 
genetic strains resistent to antibiotics. 


Mechanism of Adrenal Atrophy in Cushing’s Syn- 
drome Due to Adrenal Tumor. L. H. Kvle, R. J. 
Meyer and J. J. Canary. New England J. Med. 
257:57-61 (July 11) 1957 [Boston]. 


Atrophy of the contralateral adrenal gland is a 
characteristic feature of Cushing's syndrome due to 
an adrenal tumor. Before the development of effec- 
tive replacement therapy this complication resulted 
in a formidable mortality after removal of the 
tumor. Therapy now available renders survival pos- 
sible, and thus provides an opportunity to study the 
mechanism of compensatory adrenal atrophy and to 
evaluate methods for its correction. Although this 
type of adrenal hypofunction is relatively infre- 
quent it is of major importance because the adrenal 
atrophy associated with cortical-hormone therapy 
is caused by similar if not identical mechanisms. 
Corticogenic adrenal atrophy can be effectively 
reversed by administration of corticotropin. This 
fact has engendered the belief that the use of cor- 
ticotropin will cause permanent reactivation of the 
adrenal glands after corticoid suppression and may 
even prevent the occurrence of adrenal atrophy 
when the hormone is given during cortisone 
therapy. 

Study of 2 patients with compensatory adrenal 
atrophy due to an adrenal tumor raises some doubt 
regarding this view. In 1 patient, despite moderate 
adrenal reactivation with corticotropin soon after 
the operation and apparently normal adrenal func- 
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tion during pregancy in the second postoperative 
year, hypoadrenalism persisted until corticotropin 
stimulation was given for the third time, 2 years 
after the operation. In the other patient, the features 
of hypoadrenalism were more intense. The atrophic 
adrenal gland was repeatedly stimulated with corti- 
cotropin, but on each occasion hypoadrenalism 
rapidly recurred after cessation of exogenous stimu- 
lation. These studies indicate that, although the 
adrenal atrophy may be reversed by corticotropin, 
this reversal is not maintained, apparently because 
of a severe and prolonged inhibition of endogenous 
corticotropin production. 


Treatment of Adams-Stokes Attacks and Disturb- 
ances of Cardiac Conduction with Isopropylar- 
terenol. F. Schaub, M. Holzmann and S. Wyss. 
Schweiz. med. Wehnschr. 87:938-946 (July 13) 1957 
(In German) [Basel, Switzerland]. 


The Adams-Stokes syndrome represents a com- 
plex therapeutic problem because of its various 
causes. The acute disturbance of cardiac function 
which causes the attacks of unconsciousness is of 
either adynamic (hypodynamic) type due to com- 
plete cardiac arrest or of hyperdynamic type due 
to ventricular tachycardia. The carotid sinus syn- 
drome belongs to the adynamic (hypodynamic) type 
of the syndrome. Twelve patients with carotid sinus 
svndrome and 11 patients with Adams-Stokes syn- 
drome were treated with isopropylarterenol. Two 
proprietary preparations of the drug, Aleudrin and 
Isuprel (the sulfate of isopropylarterenol) were 
used. One or 2 tablets of 10 or 15 mg. of Isuprel 
or 1 or 2 tablets of 20 mg. of Aleudrin were given 
4 to 6 times daily by the sublingual route. The drug 
prevented the occurrence of heart block in 6 of the 
12 patients with carotid sinus syndrome and _ re- 
duced the period of cardiac arrest in 5 to a duration 
of no danger to the patient. The drug also caused 
the simultaneous occurrence of substitute beats 
originating in the atrioventricular node. A positive 
influence exerted on the sinus frequency was evi- 
dent. The attacks of unconsciousness disappeared 
in 10 of the 11 patients with Adams-Stokes syn- 
drome and occurred only rarely in 1 patient. 

The effect of the drug consists in an improvement 
of the general conductivity, in a diminution or cor- 
rection of the atrioventricular block, and particular- 
ly in stimulation and stabilization of the autonomic 
centers. In contrast to other epinephrine derivatives, 
the isopropylarterenol does not lead to the ventricu- 
lar extrasystoles, extrasystolic tachycardia, and pre- 
fibrillatory states. The dosage varied considerably 
in different situations and with the individual 
patients. A maintenance dose of half a tablet or 1 
tablet twice a day was sufficient occasionally, but 
other patients required 1 tablet 7 times a day for 
several months. Side-effects consisted of palpitation, 
restlessness, tremor, or anxiety, but they were not 
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severe, not even with prolonged treatment. It seems 
advisable to start the treatment with small but 
frequent doses, i. e., half a tablet (10 mg. of Aleu- 
drin or 5 mg. of Isuprel) 3 to 6 times daily, or to 
combine the administration of isopropylarterenol 
with that of a sedative. As a rule the effect of the 
drug does not diminish, but when it does large 
doses become necessary and the drug should then 
be reversed for acute attacks. Because of the sim- 
plicity of administration, the drug appears to be 
one of choice in the treatment of frequent Adams- 
Stokes attacks and in the prophylaxis of the more 
rare attacks. The drug may be used successfully 
even in Adams-Stokes attacks due to ventricular 
tachycardia. 


Combined Intra-arterial Therapy of Lesions Caused 
by Peripheral Arterial Disease: Influence of Pre- 
ventive Administration of Hydergine on the Effect 
of Other Drugs. U. Becattini and E. Scarselli. Mi- 
nerva cardioangiol. 5:188-191 (March) 1957 (In 
Italian) [Turin, Italy]. 


Ten patients, 46 to 74 years old, with various 
lesions caused by peripheral arterial disease were 
given intra-arterial injections of Hydergine followed 
by injection of some other drug indicated for the 
type of lesion present. A needle was introduced 
into the artery near the lesion and hydergine was 
injected. As soon as the effect of hydergine had 
become apparent another syringe containing the 
drug indicated for the lesion was attached to the 
first needle and the drug was injected. Complete 
healing of the lesion was observed in 4 patients 
and marked local improvement in the other 6. 


Treatment of Adrenal Cortical Insufficiency. J. D. N. 
Nabarro and G. Walker. Brit. M. J. 2:17-19 (July 6) 
1957 [London]. 


The maintenance of sodium balance in patients 
with adrenal cortical insufficiency is attempted 
through the use of deoxycortone and deoxycortone 
trimethyl acetate. An important practical advance 
in salt-retaining steroids is the fluorine substituted 
9 a-fluorohydrocortisone whose sodium-retaining 
power is increased more than 100 times and whose 
glucocorticoid activity is 20 times that of the parent 
compound. Patients who have had a total adrenal- 
ectomy and those with severe Addison’s disease 
can be maintained on 37.5 mg. of cortisone per day, 
administered in evenly spaced 12.5-mg. doses, be- 
cause of its rapid absorption and conjugation after 
oral administration. Patients unable to maintain 
sodium balance show signs of weakness and weight 
loss—effects which may be masked by cortisone 
dosage of the order of 50 mg. per day—and reduced 
blood pressure, but a rise in the blood urea and 
plasma potassium levels is a more significant indi- 
cation of this disorder. Salt dosage was increased 
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(6 to 9 Gm. of extra salt per day) in patients with 
sodium depletion, dosage in excess of this amount 
leading to troublesome thirst and polyuria. Inability 
of the patient to correct moderate salt depletion is 
adequate indication for 9 a-fluorohydrocortisone 
treatment. Five of the 9 patients with Addison’s 
disease and 4 of the 30 patients with total adrenal- 
ectomy required sodium-retaining steroids in addi- 
tion to cortisone, these same patients being able to 
stop taking extra salt when the fluorhydrocortisone 
was given. Findings in these patients support the 
tenet that cortisone acetate in “physiological” 
amounts (25 to 37.5 mg. per day) is suitable re- 
placement therapy for patients with chronic adrenal 
cortical insufficiency. The importance of regular 
biochemical examination for detection of sodium 
deficiency is emphasized. The patients were given 
cards, similar to those carried by diabetics, stating 
that the bearer had undergone a total adrenal- 
ectomy and must have regular replacement therapy. 


First Field Trial of 377 C 54, a New Antimalarial 
Compound. L. J. Bruce-Chwatt and L. J. Charles. 
Brit. M. J. 2:23-26 (July 6) 1957 [London]. 


Mass chemotherapy of malaria with drugs avail- 
able at the present time is hampered by the pos- 
sibility of development of resistant strains to the 
otherwise excellent protective drugs such as prog- 
uanil and pyrimethamine and the fact that all avail- 
able antimalarials are rapidly excreted and have little 
“carryover” value. The ideal antimalarial combines 
the virtues of prophylaxis, suppression, rapid and 
complete curative action, sporontocidal effect and 
inability to create parasitic resistance, absence of 
toxic effects, slow excretion, and low cost. The 
method of trial was based on the selection of 2 
groups of African schoolchildren naturally infected 
with malaria. The predominant parasite species was 
Plasmodium falciparum (96.5%). P. malaria was 
present in association with P. falciparum (2. to 
32.2%) and P. ovale occurred infrequently (2.1%). 
The disappearance of parasitemia was complete in 
series 1 (single doses) only for the 300 mg. dosage 
group. In the 200-mg. dose group the clearance was 
88.6% successful and in the 100 mg. group 47.7% 
successful. In series 2 (double doses) all 3 regimens 
of 377 C 54 resulted in total clearance, as did the 
single 100-mg. dose of chloroquine. No change was 
apparent in the control group, as the parasite level 
(100%) remained the same throughout the investiga- 
tion. The clearance times for 377 C 54 in the 200- 
mg. and 300-mg. doses was significantly higher 
(P greater than 0.001) than for chloroquine at 100 
mg. Clearance rate values with single doses of the 
new drug and chloroquine indicate that 377 C 54 
is approximately one-half to one-third as active on 
P. falciparum as chloroquine. Save for the single 
doses of 100 and 200 mg. the clearance time is in 
direct proportion to the amount of drug dosage. A 
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rapid rate of reappearance of parasitemia indicated 
that 377 C 54 is a quick-acting, rapidly excreted 
antimalarial. No evidence was disclosed of any 
direct gametocytocidal or sporontocidal action on 
P. falciparum. The drug has a pronounced schizon- 
tocidal effect on P. falciparum, P. malaria, and P. 
ovale and is well tolerated in a dosage of 30 mg. 
per kilogram given within 48 hours. 


Acute Tetanus Treated with Hibernation and Sero- 
therapy. M. Diaz Cano and M. S. Riveros. Prensa 
méd. argent. 44:716-720 (March 15) 1957 (In Span- 
ish) [Buenos Aires]. 


A patient presented symptoms of acute, general- 
ized tetanus 23 days after sustaining an injury to 
his leg. Antitetanic serum and penicillin therapy 
were of no avail, and his temperature rose sharply. 
The authors resorted to hibernation They adminis- 
tered intramuscularly antitetanic serum, penicillin, 
and promethazine for several days. A solution of 
dextrose, a physiological solution of vitamin B,, di- 
ethazine hydrochloride (Diparcol), and pyridoxine 
were given intravenously. Two blood transfusions 
were given. The patient recovered. 

Another patient presented symptoms of acute, 
generalized tetanus 7 days after his hand was in- 
jured. He was admitted to the hospital 3 days later. 
The authors used the same therapy. The hibernation 
therapy was discontinued 3 days later, because it 
seemed that the attack was over. However, tachyp- 
nea and tachycardia occurred and the temperature 
rose to 41 C (105.8 F). Hibernation was reinsti- 
tuted, this time with different drugs (such as magne- 
sium and sparteine sulfate, dimenhydrinate) to avoid 
resistance. The body temperature fell to 36.5 C 
(97.7 F). Refrigeration was applied. Heart failure 
developed, and the patient died on the 8th hospital 
day. A hepatorenal syndrome was probably the 
cause. The authors stress the following features of 
this case: the injury was closer to the superior 
nervous centers than in the previous patient, and 
there was a shorter incubation time, an increase in 
the urea level, and resistance to hibernation. Earlier 
treatment, with wider experience with hibernation 
and better technique and equipment would have 
probably been successful. 


Technique of Intravenous Infusion Therapy with 
PAS-Streptomycinpantothenate in Tuberculosis. E. 
Kuntz. Beitr. Klin. Tuberk. 117:259-264 (No. 2) 1957 
(In German) [Berlin]. 


Experience with and the results of 2,500 intra- 
venous continuous infusions with aminosalicylic 
acid (PAS) and streptomycin in patients with all 
forms of tuberculosis are presented. The toxicity of 
streptomycin was reduced by pantothenic acid. The 
technique of infusion is more effective, although 
somewhat complicated. Gastrointestinal disturb- 
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ances caused by the disease itself are not aggravated 
by aminosalicylic acid preparations, which fre- 
quently have an extremely disagreeable taste. The 
elimination of inaccurate oral administration of 
antituberculostatic agents concerning time and dose 
is emphasized, as well as the patient’s individual 
capacity of absorption. The precise amount of the 
drug required is introduced directly into the blood. 
The level of dihydrostreptomycin-pantothenate 
thus obtained is increased for 10 to 15 hours above 
the level required for bacteriostasis of extracellular 
tubercle bacilli and for those in the concentration 
areas, which act on intracellular tubercle bacilli. 
The rhythm of growth of tubercle bacilli is about 
5 to 15 hours, and an effective growth hindrance 
may, therefore, be obtained by a sufficiently high 
tuberculostatic concentration only during the phase 
of growth. The bed rest for hours required by this 
technique is a favorable factor which should not 
be underestimated. A heparin preparation (Throm- 
bocid) combined with the local application of 
ointments and arm baths containing heparin is 
recommended for prophylaxis of thrombosis when 
intravenous infusions are used. 


PATHOLOGY 


The Histology of Generalized Pulmonary Emphy- 
sema: I. The Genesis of the Early Centrolobular 
Lesion: Focal Emphysema. K. H. McLean. Aus- 
tralasian Ann. Med. 6:124-140 (May) 1957 [Sydney, 
Australia]. 


The histological appearances of structural changes 
in air passages in the early lesions of generalized 
pulmonary emphysema are presented. The earliest 
lesions were found in respiratory bronchioles and 
alveolar ducts near the middle of secondary lobules; 
one form was an acute lesion associated with bron- 
chiolar obstruction proximally, whereas the other 
was “chronic,” with no evidence of recent change or 
obstruction. The chronic form evolved either 
toward diffuse emphysema or toward macroscopi- 
cally visible focal emphysema in which sharply 
localized dilated air spaces occupy the middle of 
the lobule. A hypothesis of origin of these early 
subclinical lesions rests on 2 propositions: first, that 
distending forces exist in patent air passages be- 
yond an obtruction (particularly in those just distal 
to such an obstruction) and that these forces have 
a disruptive effect; second, that obliteration of 
bronchioles, due to past inflammation, occurs dif- 
fusely and extensively in emphysema, even in these 
early examples. Both phenomena have been shown 
to be closely related to acute bronchiolitis, so that 
the disease is regarded as a sequel of repeated 
incidents of acute bronchiolitis, progressing more 
rapidly when such incidents are severe or pro- 
longed. 
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This hypothesis is consistent not only with path- 
ological observations on the emphysematous lung 
but also with morphological, clinical, and physio- 
logical observations concerning the evolution of 
inflammatory disease of the bronchioles. Concur- 
rently, the nature of the black pigment of the lung 
and its relation to focal emphysema were examined. 
It was concluded that, in most cases, part of this 
pigment is endogenous hemosiderin derived largely 
from the hemoglobin of cells found in the exudate 
in acutely inflamed respiratory bronchioles and 
branches. Evidence that part is carbon rests on less 
conclusive evidence, although it is not denied that 
inhaled carbon can contribute to this pigmentation. 
Excessive retention of carbon or hemosiderin in the 
peripheral passages was considered to result in 
accentuation of the focal form of emphysema. 


The Arterial Bed of the Lung in Pulmonary Hyper- 
tension. D. S. Short. Lancet. 2:12-15 (July 6) 1957 
[London]. 


A rise in pulmonary arterial pressure complicates 
several common diseases, notably, mitral stenosis, 
certain congenital cardiovascular defects, and 
chronic lung disease; it may also follow repeated 
pulmonary embolism or it may be found alone. 
Although it is agreed that there is an increased 
resistance to the blood flow through the arterioles 
and small arteries of the lung, the point that is 
disputed is the nature of this increased resistance. 
The majority of workers regard the basic disorder 
as a widespread vasoconstriction on which, in most 
cases, there ultimately develops structural disease, 
but some regard the structural disease as the basic 
lesion. This question has an important bearing not 
only on prognosis and treatment but also on the 
search for the ultimate cause of pulmonary hyper- 
tension. The extent of the structural changes cannot 
be accurately determined by examining random 
histological sections, for arteries are sometimes 
occluded for short distances only and appear nor- 
mal in sections taken above and below the point of 
obstruction. To display the entire pulmonary ar- 
terial bed, it was decided to study lungs from pa- 
tients with pulmonary hypertension by postmortem 
arteriography. 

Sixty-six lungs were studied by a combination of 
arteriography and histological examination. Thirty- 
two were from patients with pulmonary hyperten- 
sion, including mitral stenosis, congenital heart 
disease, chronic lung disease, recurrent pulmonary 
embolism and solitary pulmonary hypertension. In 
every case of pulmonary hypertension there was a 
great reduction in the pulmonary arterial bed. In 
addition to thrombosis in the larger arteries, 2 
forms of peripheral arterial narrowing were recog- 
nized. One was intimal proliferation, in which 
thrombosis with subsequent organization probably 
played a part. The other was diffuse arterial con- 
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tracture, a state of persistent organic narrowing and 
indistensibility. Intimal proliferation has long been 
recognized, though its extent has been underesti- 
mated; but arterial contracture has been mistaken 
for hypertrophy because the contracted arteries 
have thick walls. Structural changes in the lung 
arteries in pulmonary hypertension are far more 
extensive than has been supposed. They are of the 
greatest importance in maintaining the hyperten- 
sion and are responsible for its serious prognosis 
and resistance to treatment. 


Breast Carcinoma with Multiple Sites of Origin. 
R. E. Qualheim and E. A. Gall. Cancer 10:460-468 
(May-June) 1957 [Philadelphia]. 


The authors describe their studies on surgically 
resected specimens of breast carcinoma. They pre- 
pared whole-organ paraffin sections from 157 
breasts removed surgically for carcinoma. The 
studies were concerned with the histological nature 
of the presenting tumor and the accompanying 
neoplastic alterations in the remainder of the breast. 
In 29% of the grossly manifest carcinomas the his- 
tological pattern varied in different portions of the 
tumor, suggesting the coalescence of 2 or more 
tumors. Multiple independent cancers, usually of 
microscopic size and often of preinvasive nature, 
were encountered in 54% of the specimens. The 
multiple tumors appeared in the quadrant contain- 
ing the presenting cancer and in other quadrants 
as well. Arguments are presented to support the 
belief that breast carcinoma frequently arises in 
many independent foci simultaneously and that the 
clinically manifest lesion may be merely an indica- 
tion of a more diffuse breast involvement. 


Incidence of Tuberculosis Among Workers in Medi- 
cal Laboratories. D. D. Reid. Brit. M. J. 2:10-14 
(July 6) 1957 [London]. 


Among the 4,824 persons emploved in hospitals 
or public health laboratories during the 5-year re- 
port interval, 151 cases of tuberculous infection 
were reported. Of this number 96 were selected 
and torm the basis of this report, 55 cases having 
been excluded from the analysis. A detailed com- 
parison of observation and expectation at the na- 
tional notification rates in the 2 sexes at all ages in 
each grade level within the laboratory staff reveals 
a higher incidence of disabling pulmonary tuber- 
culosis among male workers, pathologists, junior 
and student technicians, and autopsy attendants. 
Women pathologists, student technicians, and 
cleaners fare in a similar manner to their male 
counterparts, as compared with women in the coun- 
try as a whole. Although overlapping of laboratory 
tasks makes a precise comparison impossible, han- 
dling by male personnel of autopsy material from 
either animal or human sources is associated with 
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a higher relative incidence of pulmonary tubercu- 
losis. Among female personnel, handling of autopsy 
material ranks second to bacteriological work as a 
hazard. Of particular interest in this respect is the 
close agreement between the number of cases 
expected among the laboratory staff with no con- 
tact with infective material (9) and the number 
actually reported (8). An analysis of the data re- 
vealed little or no incidence of a higher attack rate 
in crowded laboratories. Perusal of the records of 
the Pathological Society of Great Britain and Ire- 
land and the Association of Clinical Pathologists 
suggest that men whose inclination is toward 
laboratory work may share a tendency to suicide 
but in other respects are as robust as other males 
in the same social class. Evaluation of a subdivision 
of society memberships (hospital pathologists and 
diagnostic bacteriologists) indicate much the same 
predilection to suicides and other causes of death 
but an excessive mortality from pulmonary tuber- 
culosis in the hospital workers, and this largely in 
the last decade. A considerable environmental 
hazard from the pulmonary forms of the disease, 
whether due to air-borne dissemination or contact 
contamination, does exist in laboratory work on 
the pathology and bacteriology of tuberculosis. 


The Cause of Death in Patients with Laennec’s 
Cirrhosis. J. B. Wallach, W. Hyman and A. A. 
Angrist. Am. J. M. Se. 234:56-61 (July) 1957 [Phila- 
delphia]. 


Information as to the cause of death in patients 
with Laennec’s cirrhosis, commonly encountered 
clinically and at autopsy, is not available in current 
textbooks, and the general literature is based on 
only a few reports of series of cases with grossly 
inadequate criteria for evaluation. A series of 8,676 
consecutive autopsies was performed during the 
period from 1936 to 1950, in which there were 300 
cases (3.5%) of portal cirrhosis. Patients with car- 
diac, obstructive biliary, or syphilitic cirrhosis were 
excluded, as were patients with Wilson’s disease, 
hemochromatosis, hepatitis (save for underlying 
cirrhosis of the liver), and limited cirrhosis showing 
no regeneration, little or no fibrosis, or distortion of 
lobular architecture and varying degrees of fatty 
infiltration. One hundred thirty-one (43%) of the 
300 deaths were directly attributable to the cir- 
rhosis. These included 63 patients who died from 
bleeding esophageal varices, 13 from primary car- 
cinoma of the liver, and 5 from thrombosis of the 
portal vein or its branches; liver disease was the 
cause of death in 50 patients. Cirrhosis was a sig- 
nificant contributory factor in many additional 
cases. The age distribution is similar to that in 
other reported series, including the frequency in 
older patients. In a review of the literature, varia- 
tions of considerable magnitude are apparent in 
the series based on clinical diagnoses, in which 
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there was autopsy confirmation in few or no cases; 
in these series, a much higher proportion of deaths 
are categorized as due to liver failure than in 
studies based on postmortem examination. Also in 
the clinical series, infection is cited as the cause of 
death only half as frequently as in the series based 
on autopsies, while hepatic coma and esophageal 
varices are twice as frequently cited. A smaller 
number of autopsied cases in the miscellaneous 
category reflects clinical inadequacies as well as 
the selection for clinical studies of symptomatic 
cirrhotic patients, whereas the series based on post- 
mortem studies are all unselected cases of portal 
cirrhosis. In all the patients with portal cirrhosis, 
liver failure and bleeding esophageal varices each 
accounted for 15 to 20% of all deaths; infection and 
miscellaneous diseases (particularly cardiovascular 
ana cerebral) were each responsible for 25 to 30% 
of the fatalities. 


RADIOLOGY 


Use of Bronchography in Pulmonary Tuberculosis. 
H. Laitinen, K. Kivikanervo and H. Heikkila. Ann. 
chir. et gynaec. Fenniae 46:176-193 (No. 2) 1957 
(In English) | Helsinki]. 


Bronchography was performed in 135 patients 
with pulmonary tuberculosis. The contrast mediums 
used were an Oily suspension of n-propyl ester of 
3,5 diiodo-4-pyridone-N-acetic acid (Dionosil) and 
a suspension of a proprietary preparation of iodized 
oil (lipiodol) containing a sulfonamide. Changes 
which were evidently produced by bronchial tuber- 
culosis were observed in the bronchograms of 133 
patients (94%). A total of 331 lung segments were 
affected with parenchymal tuberculosis, and 274 
bronchial tracts (82%) showed changes. The bron- 
chograms of only 57 segments (18%) were normal. 
The changes seen in the bronchi were saccular and 
cylindrical bronchiectases, stenosis of segmental 
and larger bronchi, stenosis of peripheral bronchi, 
moniliform or necklace deformity and displacement 
of the bronchi. The severity and duration of the 
parenchymal tuberculosis were of essential signifi- 
cance in the causation of the bronchial changes. 
Cavities were the cause of the largest number and 
of the most severe of the bronchial changes, but 
infiltrations had frequently infected the bronchi 
causing lesions sometimes already at a very early 
stage. 

The bronchial lesions occurred more readily in 
young patients than in older patients. The bronchi 
in the lower and middle lobes were especially 
vulnerable. The most severe changes consisted of 
stenoses of the larger bronchi and of destruction 
of the parenchyma in the areas of bronchiectasis. 
There were some patients, in whom bronchiectasis 
did not result in an altered air content. Bronchial 
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function, especially in the presence of cylindrical 
bronchiectases, was also observed in the broncho- 
grams made during inspiration and_ expiration. 
These lesions were evidently reversible. In the 
upper lobes in particular there were stenotic large 
bronchi which did not produce functional disturb- 
ance. Stenosis of the bronchi in the lower lobes was 
progressive and produced pulmonary atelectasis 
and bronchiectasis more frequently than stenosis of 
the bronchi in the upper lobes. As a rule, the 
bronchograms were found to be very sensitive in- 
dicators of bronchial changes, but they also re- 
vealed functional changes in the bronchi which 
could not be regarded as comparable to organic 
changes concerning prognosis or treatment. 


X-ray Therapy as a Possible Cause of the Shoulder- 
Hand Syndrome. RK. A. Gagliardi, P. D. Gelbach and 
B. B. Wells. J. Am. Geriatrics Soc. 5:582-585 (June) 
1957 [Baltimore]. 


Beginning with causalgia a large number of sim- 
ilar clinical entities have been recognized. These 
have in common musculoskeletal pain, nonpitting 
edema, and later muscular atrophy and osteoporo- 
sis. The generic term “reflex sympathetic dystrophy” 
has been accepted. The shoulder-hand syndrome 
was recognized as a member of this group by Stein- 
brocker in 1947. The authors here call attention to 
the possibility that roentgen therapy of the shoul- 
der, even in small doses, may be a primary factor 
in the development of the shoulder-hand syndrome. 
Although their suggestion is a tentative one, they 
feel that their experience is sufficiently striking that 
others should be alerted to its possible complica- 
tions. Three patients are described, in each ot 
whom the shoulder-hand syndrome appeared from 
3 to 4 weeks after roentgen ray treatment for peri- 
tendinitis calcarea at the shoulder. The vascular 
changes that follow roentgen therapy even in small 
dermatological doses may be an important inter- 
mediate factor. One may also speculate that many 
apparent failures in the roentgen therapy of peri- 
tendinitis calcarea are in fact complications of the 
treatment. 


Acute Renal Failure After Aortography. A. D. Roy. 
Lancet 2:16-17 (July 6) 1957 [London]. 


The risks of aortography were recognized when 
sodium iodide was used as the contrast medium, 
but with the introduction of the organic iodides 
the method became safer. Renal damage still oc- 
curs, as is proved by the severe renal damage that 
developed in the patient reported by the author. 
The large hydronephrotic right kidney was. re- 
moved after the aortography. The output of urine 
decreased after the operation until only 3 oz. of 
urine were passed on the 6th day. As soon as the 
urinary suppression was noted, the fluid intake was 
restricted and glucose was given orally; and when 
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it became obvious that the renal damage was se- 
vere a polythene catheter was passed up the left 
saphenous vein to the midthigh and a 50% solution 
of glucose in water was administered slowly. To 
each pint of fluid 500 units of heparin was added, 
and this drip ran for 6 days (7th to the 13th) before 
the vein became inflamed. A total of 8.4 liters of 
50% solution of glucose had been administered 
through it. This meant an average of 1.4 liters of 
Huid and 2,800 calories a day; and it is suggested 
that this is better than intragastric drip. 

Cortical necrosis was present in the kidney re- 
moved at operation. It is believed that the renal 
damage was produced by the aortogram. The ne- 
phrectomy prejudiced the patient by its effect on 
protein breakdown, and the blood urea level would 
probably not have risen so high otherwise, but the 
nephrectomy did not cause the renal damage. The 
dose of contrast medium was well within the limits 
considered to be safe, and the patient gave no evi- 
dence of sensitivity to iodine. The nonfunctioning 
right kidney had a very reduced blood supply; 
therefore, probably the left kidney received a rela- 
tively higher dosage of the contrast medium. While 
aortography is fairly safe, it can cause renal dam- 
age; it should only be used to gain information that 
cannot be otherwise obtained. Where only one 
kidney is functioning it is advisable to reduce the 
dosage of the contrast medium. Any operation after 
aortography on the renal tract should be delaved 
for at least 7 days to exclude renal damage. 


A Case of Renal Failure Following Renal Angiog- 
raphy. K. M. Dormandy, A. M. Joekes and D. Sut- 
ton. Lancet 2:18-19 (July 6) 1957 [London]. 


The authors observed temporary renal failure 
following renal aortography in a 42-year-old wom- 
an. This is the first such case in a series of some 500 
aortograms performed in the diagnostic x-ray de- 
partment of St. Marys Hospital, London, in the 
past 5 years. Thirty-seven cases of various renal 
complications have been reported since the intro- 
duction of organic iodides as contrast medium. The 
renal complications proved fatal in 7 of the 37 pa- 
tients, and 6 of these had tubal necrosis. The pa- 
tient presented had good renal function as evi- 
denced by the intravenous pyelogram and other 
clinical tests; the dose of contrast medium used was 
relatively low; and was not injected at excessive 
pressure. As a result of this experience, the authors 
have reduced the dose per injection to a maximum 
of 20 ml. of 70% diodone or 70% sodium acetrizoate 
whenever a high proportion of the test dose enters 
the renal arteries. Only in exceptional cases, and 
where renal function is good, are second injections 
now made, and the maximum dose is then cut 
down to 15 ml. The authors are also using lower 
concentrations of contrast medium by mixing it in 
various proportions with the newer less toxic me- 
ditums. 
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BOOK REVIEWS 


The Diagnosis and Treatment of Pulmonary Tuberculosis. 
By Paul Dufault, M.D., Medical Director of Rutland State 
Sanatorium, Massachusetts Department of Public Health, 
Rutland. With chapter on Pathology by A. Reynolds Crane, 
M.D., Professor of Pathology, University of Pennsylvania 
School of Medicine, Philadelphia, and chapter on Pulmonary 
Function by Oscar Feinsilver, M.D., Senior Visiting Physi- 
cian at St. Vincent Hospital, Worcester, Mass. Second edi- 
tion. Cloth. $9. Pp. 426, with 162 illustrations. Lea & Febi- 
ger, 600 S. Washington Sq., Philadelphia 6, 1957. 


This compact volume for those interested in the 
medical and social aspects of tuberculosis contains 
concise and practical information. The treatment of 
tuberculosis has changed so radically since the ad- 
vent of modern drugs that this new textbook is of- 
fered as a substitute for the previous volume by 
Stone and Dufault. The all-important subject of 
chemotherapy is treated with particular care. Spe- 
cial attention is given to the various surgical pro- 
cedures perfected in the last decade. The complex 
subject of evaluating pulmonary function is pre- 
sented by Feinsilver and should be helpful in current 
practice. In the chapter on differential diagnosis, 
most pulmonary conditions resembling pulmonary 
tuberculosis and often mistaken for it are described 
with accompanying roentgenograms. The chapter 
on basic pathology by Crane adds value, and the 
well-chosen illustrations elucidate the text. The book 
should prove informative for all who desire ready 
reference to current information in compact form, 
but for specialists in this field and for research stu- 
dents it will hardly take the place of the more ex- 
haustive and larger volumes now available. 


Physiology of the Nervous System. By E. Geoffrey Walsh, 
M.A., M.D., M.R.C.P. With chapters on Somatic Sensibility 
and Applied Physiology of Pain by John Marshall, M.D., 
M.R.C.P., D.P.M. Cloth. 50 shillings. Pp. 563, with illustra- 
tions. Longmans, Green & Company, Inc., 55 Fifth Ave., 
New York 3; 20 Cranfield Rd., Toronto 16, Canada; West 
End, 6-7 Clifford St., London, W. 1, England, 1957. 


An opening chapter summarizes the fundamental 
phenomena seen by the physiologist when he cuts 
and stimulates motor nerves. It analyzes the activi- 
ties of muscle fibers and of the neuromuscular 
junction, explains accomodation and strength-dura- 
tion curves, and applies these concepts to practical 
problems, such as that of electrophrenic respiration. 
The remaining chapters deal with somatic sensi- 
bility; applied physiology of pain; the spinal cord; 
posture and the labyrinth; the cerebellum; the 
cerebral cortex, olfaction, and electroencephalog- 
raphy; the auditory system and temporal lobes; 
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the visual system; cortical control of movement 
and the corticospinal and extrapyramidal systems; 
sensory pathways, the thalamus, the parietal lobe, 
and speech; and the hypothalamus, rhinencephalon, 
and frontal lobes. The text is well illustrated with 
diagrams and several good plates. There is a copious 
bibliography, alphabetically arranged by authors, 
and a subject index. 

Much about this book will remind the reader of 
Sherrington’s “Integrative Action of the Nervous 
System, which appeared in 1904 and was reprinted 
as recently as 1948. Students who found Sherring- 
ton’s book baffling can be assured that Walsh’s is 
much more readable, more concrete, and broader in 
scope. It is naturally also rendered up to date by 
inclusion of the data and vocabulary supplied by 
recent applications of electronics to neurophysi- 
ology. Such words as “servo mechanism,” “feed- 
back.” and “monitoring” occur frequently, and the 
results of using the cathode-ray oscilloscope are 
basic everywhere. Some weaknesses which this 
book shares with many contemporary textbooks are 
the practice of alluding to things without defining 
them, the offering of purely collateral or gratuitous 
information in a form that makes it look like a 
definition, and the occasional incorrect or mislead- 
ing use of keywords, such as “homeostasis.” Stu- 
dents would also be interested in applications of 
the theory of proprioception to such normal 
phenomena as cramps in swimmers, sideaches in 
runners, and the still unexplained tonodyvnamic 
reflex. It would probably also be helpful to have 
some of the details about the autonomic nervous 
structures assembled in a section especially devoted 
to a conspectus of this part of the nervous system. 
Nevertheless, this book can be recommended 
heartily to the student seeking a link between the 
introductory physiology of his preclinical vears and 
the clinical neurology of his later vears. 


Abdominal Total Hysterectomy. A New Technique: The 
Posterior Approach. By Frank Musgrove, M.D., \I.R.C.O.G., 
Consultant Gynaecologist to North-East Metropolitan Re- 
gional Hospital Board, London. With foreword by W. C. W. 
Nixon, M.D., F.R.C.S., F.R.C.O.G., Professor of Obstetrics 
and Gynaecology at University of London, London. Cloth. 
$2.25. Pp. 32, with 19 illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Hl.; Blackwell 
Scientific Publications, 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada. 
1957. 


This monograph describes a new technique of 
hysterectomy which has been performed by the 
author 1,000 times without a death and with practi- 
cally no postoperative morbidity. The operation is a 
modification based on an appreciation of both pelvic 


\ 
V 16 
1957 


Vol. 165, No. 10 


anatomy and genital function. It affords a precise 
anatomic route, conserves the vaginal supports, and 
enables removal of the uterus with safety to the 
urinary tract. The special features of this new 
technique, entailing a systematic posteroanterior ap- 
proach, include early mobilization of the utero- 
sacral ligaments, preparation of a large peritoneal 
flap posteriorly, separation of the bladder from the 
vagina by direct vision over the finger of the oper- 
ator placed in the vagina through a posterior win- 
dow therein, ligation of the uterine vessels without 
the use of clamps, removal of the uterus between a 
pair of newly designed curved clamps, and short- 
ening of the uterosacral ligaments by attaching them 
to the vaginal vault as it is closed. The steps of the 
procedure are described clearly; the operation could 
be performed by any trained gynecologist who 
studied the accompanying illustrations, which are 
lucid without being elaborate. 

Several of the advantages claimed by the author 
for the posterior approach appear to be met equally 
well, however, by the intrafascial technique of 
hysterectomy first advocated by Worrall in 1917, 
modified by Richardson, improved by Farrar, and 
fashioned by Aldridge into a standard procedure 
preserving a supporting circle of pericervical fascia. 
Like the operation advocated in this monograph, 
the intrafascial procedure provides a methodical 
anatomic technique, assures the safety of the blad- 
der and ureters, and gives strong support to the 
vaginal vault postoperatively. The new posterior 
operation seems to have the advantage of rapid 
mobilization of the uterus because of the early 
opening of the vagina, an opening made posteriorly 
between the ligated and tautly held uterosacral 
ligaments. The vaginal angle clamps advocated by 
the author will require trial by others for con- 
firmatory evaluation of their merit. At first glance 
and from the illustrations, they seem unnecessarily 
large and cumbersome for their purpose. All those 
with an interest in gynecology should welcome this 
easily read monograph. 


Surgery of the Anus, Anal Canal and Rectum. By E. S. R. 
Hughes, M.D., M.S., F.R.C.S., Surgeon to Out-Patients, 
Royal Melbourne Hospital, Melbourne, Australia. Foreword 
by C. Naunton Morgan, M.S., F.R.C.S., Surgeon, St. Bar- 
tholomew’s Hospital, London. Cloth. $10. Pp. 304, with 277 
illustrations. Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 
16 and 17 Teviot Place, Edinburgh, Scotland, 1957. 

This well-illustrated, clearly written volume por- 
trays the author's concepts and practice from the 
standpoint of the general surgeon who has had spe- 
cial training in proctology. The drawings and the 
photographs are by the author, and the drawings 
are especially excellent. From a teaching standpoint, 
however, this work fails to clarify the problems 
relative to the origin and development of anal 
abscess and anal fistula, which are confusing to the 
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student and to many practitioners. The author de- 
scribes and diagrams anal glands, yet states that in 
most cases there is no obvious cause of anorectal 
suppuration. He then adds to the reader’s confusion 
by describing, at one point, a fistulous tract passing 
from the anal canal to the perianal skin, while at 
another point he indicates that the tract passes from 
the perianal skin to the anal canal. The surgeon 
must, however, understand thoroughly the patho- 
genesis of a fistula in order properly to plan his sur- 
gical attack. 

Despite this weakness, the book is filled with 
practical points relating to surgical anatomy, pathol- 
ogy, symptoms, diagnosis, and management, both 
conservative and surgical, of anorectal disorders. 
The author reports great success in the use of “skin 
cover’ to facilitate the healing of large wounds in 
anal skin. In the chapter on carcinoma of the rec- 
tum, the reader will find a remarkably clear and 
well-illustrated portrayal of the synchronous com- 
bined abdominoperineal proctosigmoidectomy. As 
Mr. Morgan says in the foreward, the book is “gar- 
nished by historical illustrations.” These and_ the 
historical appendix are interesting and informative. 
This book is recommended to students, residents, 
and surgeons who wish to improve their results in 
the field of anorectal surgery. 


Hypophysectomy. Edited by O. H. Pearson, M.D., 
F.A.C.P., Associate Professor of Medicine, Cornell Univer- 
sity Medical College, New York. Publication number 315, 
American Lecture Series, monograph in Bannerstone Divi- 
sion of American Lectures on Tumors. Edited by David A. 
Karnofsky, M.D., Associate Professor of Medicine, Cornell 
University Medical College. Cloth. $5. Pp. 154. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1957. 


This symposium is a collection of discussions by 
24 participants in a conference on hypophysectomy 
and its effects, which was held at the Sloan-Ketter- 
ing Institute in 1956. These participants included 
surgeons and internists from Memorial Center, New 
York, the Karolinska Institute, Stockholm, the Mas- 
sachusetts General Hospital, and other institutions 
where hypophysectomies have been performed as a 
palliative measure in patients with cancer or severe 
diabetes. Observations on such patients have yielded 
much information not only regarding the effects of 
this procedure on the growth of human neoplasms 
and on the diabetic process but also on the physio- 
logical effects of hypophysectomy. Included also is 
a chapter on radiation hypophysectomy. The discus- 
sions by the various participants are included, and 
this detracts from the volume’s value as a textbook, 
but all who are interested in this experimental pro- 
cedure should gain much from a perusal of the ex- 
periences of those who have pioneered in this field, 
and should particularly gain from the discussions 
and questions which follow each presentation. A 
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concise and critical résumé of the subject would 
have been a welcome addition, but this is difficult 
in so uncertain a field. 


Hospital Organization and Management. By Malcolm T. 
MacEachern, M.D., C.M., D.Sc. Third edition. Cloth. $18.75. 
Pp. 1316, with illustrations. Physicians’ Record Company, 
161 W. Harrison St., Chicago 5, 1957. 


MacEachern’s magnificent creation has been well 
introduced by six forwords in the first and by 
five in the present edition. All of MacEachern’s ad- 
mirers and friends should be glad to hear that 
he who created his own monument found time and 
opportunity to refurbish and rejuvenate it. He has 
ably shown that hospital problems may be intricate, 
but that they are also solvable when enough talk 
and good will are expended in their solution. 

The author was particularly proud of his chapter 
on the medical staff. This is the longest chapter in 
the book and probably the one into which he has 
introduced the most numerous and appropriate 
changes. If in many spots of this and other chapters 
he has still left the impression that certain ad- 
ministrative procedures are single lanes leading to 
an inevitable and desirable result, it must not be 
forgotten that many administrators need just such 
a book and could not use many multiple-choice sug- 
gestions in their administrations. The only com- 
plaints on that score might be that, in the future, 
diversification of hospitals will probably proceed 
rapidly and that regimentation of hospital personnel, 
at least on the higher level, must still be avoided. 
The author has done well to integrate into his book 
the war experiences of physicians, nurses, dietitians, 
social workers, technicians, and administrators. The 
new sections on nursing education and hospital 
accreditation are excellent, as are the chapters on 
dietetics, medical research, and the hospital library. 
Perhaps the difference between evaluation, stand- 
ardization, and accreditation should have been more 
sharply drawn; they are in no way synonymous, 


Peripheral Nerve Regeneration: A Follow-up Study of 
3,656 World War II Injuries. Editors: Barnes Woodhall, 
M.D., Professor of Neurosurgery, Duke University Medical 
School, Durham, N. C., and Gilbert W. Beebe, Ph.D., Statis- 
tician, Follow-up Agency, Division of Medical Sciences, 
National Research Council, Washington, D. C. The work 
reported is part of program of studies of Follow-up Agency 
of National Research Council developed by Committee on 
Veterans Medical Problems in co-operation with Veterans 
Administration, Army and Navy. Investigation conducted as 
collaborative effort under contracts with medical schools of 
Duke University, Columbia University, Northwestern Uni- 
versity, University of Pennsylvania, and University of Cali- 
fornia, with Massachusetts General Hospital, and National 
Academy of Sciences. VA medical monograph. Cloth. $3.75. 
Pp. 671, with 84 illustrations. Superintendent of Docu- 
ments, Govern, Print. Off., Washington 25, D. C., 1957. 


This is a remarkable cooperative study on pe- 
ripheral nerve regeneration. The authors, who report 
their results in minute detail, include neurosur- 
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geons, neurologists, anatomists, and neurophysiolo- 
gists. Aside from being an exhaustive clinical study, 
the book contains valuable chapters on the re- 
covery of motor, sensory, and autonomic functions 
and on the electrical evidence of regeneration; 
there is an interesting discussion of related prob- 
lems, such as causalgia. Chapters on the neuro- 
pathological predictions of recovery and on neuro- 
surgical implications conclude the book. This source 
book of information is printed well, but it is hardly 
suitable for the average medical reader. 


Atlas of Eye Surgery. By R. Townley Paton, M.D.., 
F.A.C.S., Surgeon-Director, Manhattan Eye, Ear and Throat 
Hospital, New York City, Herbert M. Katzin, M.D., F.A.C.S., 
Director, Eye Bank Laboratory, Manhattan Eye, Ear, and 
Throat Hospital. Cloth. $15. Pp. 248, with 464 illustrations 
by Daisy Stilwell. Blakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St.. New York 36; 95 Farring- 
don St., London, E. C. 4, England; 253 Spadina Rd., To- 
ronto 4, Canada, 1957. 


The authors have proved again that a picture is 
worth a thousand words. They have adhered to the 
principles of good pedagogy by giving the reader 
a maximum of drawings and illustrations and a 
minimum of words. All sketches of the technique 
and anatomic detail are from the surgeon’s perspec- 
tive as he operates at the head of the patient. This 
facilitates quick orientation and understanding, 
especially for the student. The drawings are crystal 
clear, easy to follow, and are presented in orderly 
sequence. Another excellent feature is the index of 
instruments and notes on instruments. This incom- 
parable book offers a sound and fundamental ap- 
proach to the teaching of the resident in ophthal- 
mology and should serve as a review for the busy 
clinician. 


Suprapubic Closure of Vesicovaginal Fistula. By Vincent 
J. O'Connor, B.S., M.D., F.A.C.S., Professor and Head of 
Department of Urology, Northwestern University Medical 
School, Chicago. Publication number 306, American Lecture 
Series, monograph in American Lectures in Urology. Edited 
by Reed M. Nesbit, M.D., F.A.C.S., Professor of Surgery, 
University of Michigan Medical School, Ann Arbor. Cloth. 
$2.50. Pp. 53, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Il.; Blackwell 
Scientific Publications, 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1957. 


This monograph would be an excellent addition 
to the library of the surgeon who deals with vesico- 
vaginal fistulas. The history of such repairs is re- 
viewed and due credit given to previous operators. 
The author presents an exact technique of closure 
which is adaptable to any conceivable vesicovaginal 
fistula with only minor alterations. The latter half 
of the book contains descriptive histories of patients 
in whom this technique was applied. Failures are 
described with reasoned explanation. Gynecologists, 
urologists, and general surgeons approached by 
women with this distressing malady should find the 
reading of this monograph reassuring. 
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QUERIES AND MINOR NOTES 


IDIOPATHIC MIGRATING 

THROMBOPHLEBITIS 

To tHE Eprror:—Please make suggestions for the 
prevention or prophylaxis of recurrent superficial 
idiopathic bilateral thrombophlebitis of the lower 
extremities in a 50-year-old, nonobese man with- 
out varicosities. 

Crawford F. Barnett, M.D., Atlanta, Ga. 


Answer.—While the condition is described as 
idiopathic recurrent thrombophlebitis, careful 
watch should be kept for pancreatic or other can- 
cer; seemingly idiopathic migrating thrombophle- 
bitis may antedate other manifestations of the 
growth by many months. Likewise, the possibility of 
thromboangiitis obliterans should be borne in mind, 
for migrating thrombophlebitis may manifest the 
disease when the arterial changes are not yet evi- 
dent. 

If the patient is a smoker, tobacco should be 
interdicted; cases of migrating thrombophlebitis 
have been observed which were apparently due to 
sensitivity to tobacco and which cleared up when 
tobacco was discontinued. Cessation of recurrences 
of thrombophlebitis has been described by dis- 
tinguished authorities after removal of infected 
tonsils or teeth and treatment with autogenous 
vaccines prepared from these foci of infection, but 
this consultant cannot confirm the efficacy of such 
treatment from personal experience. Penicillin and 
other antibiotics are usually given a trial, but in 
many cases they have not helped. If the recurrences 
of the thrombophlebitis are more than trivial or 
multiple, protracted anticoagulation with bishy- 
droxycoumarin (Dicumarol) or another anticoagulant 
under careful control of the prothrombin time 
should be instituted; this is the most effective treat- 
ment available. Pulmonary embolism from purely 
superficial thrombophlebitis is extremely rare, and 
venous ligation is not indicated. Nor is bed rest 
called for in the absence of considerable fever; it 
may favor thrombosis. Elastic stockings or bandages 
are often prescribed, but their efficacy in preventing 
recurrences is hardly proved. 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


ABSENCE OF TEARS 


To tHE Eprror:—A 20-month-old infant has never 
had any tear secretion since birth. Sometimes at 
the end of a day, or ona windy day, his eyes look 
inflamed. Are any diagnostic procedures indi- 
cated? What treatment is used for congenital ab- 
sence of the lacrimal apparatus? 


Cornelius S. Meeker, M.D., Port Arthur, Texas. 


Answer.—The absence of tears in children is due 
to agenesis of the orbital gland, nuclear dysplasia 
of the intranuclear pathways, or dysfunctioning of 
the autonomic nervous system. The normal lacrimal 
gland is divided into two parts, a larger orbital 
portion, which lies in the lacrimal fossa in the outer 
wall of the orbit, and a smaller palpebral portion, 
contained in the upper lid and separated from the 
orbital portion by the orbital septum. 

The lacrimal gland is innervated by both sympa- 
thetic and parasympathetic fibers which are carried 
part way to the gland by the facial nerve. The origin 
of the parasympathetic fibers is still uncertain. The 
sympathetic fibers have little to do with the forma- 
tion of tears, but severance of the parasympathetic 
supply stops tear formation immediately. The 
syndrome of central autonomic dysfunction with de- 
fective tear secretion occurs in its congenital form 
in Jewish families. There is a remarkable indiffer- 
ence to pain. As regards an emotional outlet, the 
tear function is replaced by esophagospasm, vomit- 
ing, and salivation, 

Absence of lacrimation is physiological in the 
very young but may persist for some time. In a 
study of premature newborn infants and fully de- 
veleped children, this condition was found in 13% 
of the normal and 37% of the premature newborn 
infants. A gradual increase in secretion was found. 
This fact is explained by the assumption of a grad- 
ual development of the lacrimal gland. 

The palpebral portion of the lacrimal gland and 
the accessory lacrimal glands that lie nearby in the 
tissues of the upper evelid secrete some lacrimal 
fluid which may keep the cornea and conjunctiva 
adequately moistened except during long periods 
of wakefulness in dry and irritating atmosphere. 
The Shirmer test will give a good indication of the 
flow of tears. Absence of corneal changes due to 
drving, such as is seen in keratitis sicca, gives as- 
surance of some lacrimal secretion at all times. 

Treatment is not indicated except in cases where 
defective lacrimation leads to keratitis and corneal 
ulcers. In familial dysautonomia, production of 
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tears may be stimulated by subcutaneous injection 
of parasympathomimetic drugs (Mecholyl, 3 mg. 
administered subcutaneously to children, or Pro- 
stigmin, 0.25 mg. administered subcutaneously ) in 
the same dosage as for normal controls. For instilla- 
tion into the conjunctival cul-de-sac for temporary 
relief, a number of commercial artificial tears are 
available. 


CHRONIC DEGENERATION OF THE BRAIN 

To tHe Eprtor:—A 48-year-old man has been ad- 
mitted to the hospital with chronic brain degen- 
eration. He has worked in an old chemical plant 
which before the war made formaldehyde and 
which during World War II changed to making 
wood alcohol (methanol). Working conditions 
have been primitive, and the men had no safety 
devices; they only wore rubber boots while 
stirring the vats of alcohol with big wooden 
ladles. The neurological examination of this pa- 
tient has revealed extensive degenerative disease 
of the nervous system, which would fit in the 
Alzheimer category of presenile sclerosis. Could 
exposure to formaldehyde or wood-alcohol fumes 
cause a degenerative disease of the nervous sys- 
tem? 

C. A. Hellwig, M.D., Halstead, Kan. 


ANnswer.—Despite extensive experience with for- 
maldehyde exposure in industry, no cases of chronic 
central nervous system damage have been recorded. 
It is very unlikely that formaldehyde inhalation 
would produce a picture of presenile cerebral de- 
generation and organic psychosis. 

Vascular congestion, petechial hemorrhage, and 
degenerative changes in the meninges, brain, and 
spinal cord have been described in animals experi- 
mentally exposed to lethal doses of methanol. Simi- 
lar changes in the central nervous system have been 
described in man, following acute intoxication and 
death from methanol ingestion. However, no cases 
with a clinical syndrome resembling Alzheimer’s 
disease have been described; nor have there been 
cases of progressive brain degeneration after cessa- 
tion of exposure. Retinitis or optic neuritis and 
peripheral neuritis have been the prominent nervous 
system changes in nearly all reported cases of in- 
dustrial methanol intoxication. These most frequent- 
ly followed episodes of recognizable acute or 
subacute intoxication. 

The relationship of the exposure to methanol and 
the onset and progression of symptoms in this case 
are not clear. The brief description of the working 
conditions would suggest that the patient’s exposure 
was high. However, in view of the absence of re- 
ports of other cases resembling Alzheimer’s disease 
in heavily exposed persons, it would be difficult to 
attribute this patient’s disease to his past methanol 
exposure. 
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PROCAINE REACTIONS 


To THE Epitor:—Can a patient develop a reaction 
to the injection of procaine hydrochloride used in 
dentistry? What would be the manifestations of 
such a reaction, and is there any prophylaxis for 
such reactions? M.D., Illinois 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANnswer.—A patient can develop a reaction to the 
injection of procaine hydrochloride used in den- 
tistry. The reaction may affect either the central 
nervous system or the cardiovascular system. Symp- 
toms of nervous system involvement include eupho- 
ria, slurred speech, diplopia, lethargy, restlessness, 
agitation, and convulsions. Cardiovascular effects 
include bradycardia and fall in blood pressure. 
Prophylaxis for the central nervous system effects 
can be partially accomplished by the oral adminis- 
tration of a rapidly acting barbiturate 30 to 45 min- 
utes before the injection of procaine. Treatment of 
a central nervous system reaction is by the intra- 
venous injection of a soluble barbiturate, such as 
Pentothal Sodium, Nembutal Sodium, or Amytal 
Sodium. Barbiturates are of no value to protect 
against or treat the cardiovascular effects of pro- 
caine, and this treatment should be directed toward 
restoration of blood pressure with a suitable vaso- 
pressor. Procaine solutions containing high concen- 
trations of epinephrine, 1:50,000 or more, will often 
give rise to symptoms from the epinephrine that 
may be confused with procaine reactions. If the 
symptoms are due to epinephrine, there will usually 
be a marked increase in blood pressure and pulse 
rate. If procaine is the causative drug, hypotension 
and bradycardia will normally occur. 


Answer.—Any of the toxic responses to the local 
anesthetics, as a class, may be seen with the injec- 
tion of procaine hydrochloride. These may be out- 
lined as follows: 


. Toxic Responses in Normal Individuals 
(a) Central nervous system responses 
(1) Stimulation 
(2) Depression 
(b) Peripheral effects 
(1) Cardiovascular 
(i) Direct action on heart 
(ii) Direct action on vascular bed 
(2) Respiratory tract 
Abnormal Responses 
(a) Allergic responses 
(b) Hypersensitivity 
(c) Idiosyncrasy 
. Reactions Not Due to Local Anesthetic Agent 
(a) Psychomotor 
(b) Vasopressor 


to 


Proper prophylaxis for procaine toxic reactions 
would consist of the following: obtaining a thorough 
history to elicit any former untoward reactions to 
the injection of procaine; use of the lowest concen- 
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tration of the drug consistent with the operation to 
be done, as well as the minimal total dose; aspiration 
on injection to assure extravenous injection; and 
slow injection by halves to enable cessation of injec- 
tion if, and immediately when, a reaction happened, 
thereby sparing the patient the total contemplated 
amount. 


LUPUS ERYTHEMATOSUS AND SUNLIGHT 


To THE Eprror:—A patient with lupus erythemato- 
sus for many years has had lesions primarily on 
both ears. He has noticed that upon exposure to 
sunlight, even through window glass, he breaks 
out in a rash on the exposed area. Does not 
ordinary window glass filter out ultraviolet rays? 
Are the ultraviolet or actinic rays of the sun 
responsible for the adverse effect in this disease? 

Milton Vainder, M.D., Chicago. 


Answer.—The cutaneous type of lupus erythe- 
matosus (discoid lupus erythematosus ) most com- 
monly occurs on the exposed skin surfaces but may 
also occur in the mucous membrane which is com- 
pletely shielded from the sun. Thus, the skin lesions 
are the result of multiple causes. The action spec- 
trurns responsible for induction of lesions of lupus 
erythematosus are not known, since there have not 
been any studies with monochromatic ultraviolet 
radiant energy. Ordinary window glass varies in 
its composition of heavy metals but usually does 
not allow the passage of wave lengths longer than 
3,200 A. Since the wave lengths reaching the earth's 
surface that induce normal sunburn erythema and 
tanning are from 3,000 to 3,200 A, it can be stated 
that ordinary window glass filters the wave ‘engths 
inducing sunburn but not the entire ultraviolet 
spectrum which extends to 3,900 A. 


CONGO-RED TEST AND AMYLOIDOSIS 

To tHE Eprror:—Given a patient with amyloidosis 
in whom the Congo-red test is positive, will suc- 
cessive Congo-red tests be positive, or will the 
amyloid in the body be so saturated with Congo 
red that subsequent tests are relatively negative? 
If the answer to this is “yes,” how long must one 
wait before repeating the test so as to obtain 
another positive? 

Louis Hirsch, M.D., Tucson, Ariz. 


Answer.—There is no categorical answer to the 
questions posed, because there is not enough defi- 
nite information available. It appears certain that 
the amount of amyloid present will influence the 
results of primary and repeated tests; if relatively 
small amounts of amyloid are present, the result of 
the repeated test may be negative. Stemmerman 
and Auerbach concluded that tests may be repeated 
with reliable results after one month. Such a repeat 
test will eliminate false-positive results according 
to them, while Selikoff definitely advocates repeat- 
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ing the test for diagnostic purposes. The latter's 
standard for diagnosis requires that two tests be 
performed, both showing complete or nearly com- 
plete absorption. This recommendation is made in 
spite of the report by Selikoff, with Bernstein, of 
two deaths which followed repeated tests. 

There have been cases of amyloidosis reported in 
which the amount of dye absorbed on the second 
test was less than on the first. This may have been 
due to saturation of the amyloid or to a technical 
error. In the Bennhold procedure, generally used, 
the establishment of the standard for the compari- 
son of the one-hour specimen is by no means cer- 
tain, and errors result from this fact. In the series of 
Stemmerman and Auerbach there were 24.3% false- 
negative results and 4.2% false-positive results on a 
single test, the criterion used being 90 to 100% 
absorption as a positive result. These facts have an 
important bearing on the interpretation of repeated 
tests as well as on the original one. From a practical 
standpoint, if a patient absorbs 1.2 mg. of Congo 
red (Paunz criterion) per kilogram of body weight 
in one hour, he may be considered to have amyloi- 
dosis, and repeating the test will add little to the 
information at hand. 


TREATMENT OF CYSTOCELE, RECTOCELE, 
AND UTERINE PROLAPSE 


To THe Eprror:—A woman, past 40 years of age, 
who has had several children, is now seeking re- 
lief for a definite cystocele, rectocele, and first- 
degree prolapse of the uterus. One surgeon 
believes that all such patients should be treated 
with a vaginal hysterectomy and a repair of the 
cystocele and_rectocele. Another surgeon  be- 
lieves that these women should have a repair of 
the cystocele and rectocele, conization of the 
cervix. dilation and curettage of the uterus, and 
then, by an abdominal entry, anterior suspension 
of the uterus, ligation and section of the fallopian 
tubes, and appendectomy. Please supply expert 


opinion. M.D., New York. 


Answer.—From the history given, there is no 
indication for conization of the cervix, dilation and 
curettage and suspension of the uterus, or appen- 
dectomy. The preferred technique for a patient in 
this age group with these complaints, who is at the 
end oi her reproductive life, would be vaginal 
hysterectomy, anterior colporrhaphy, and posterior 
colpoperineorrhaphy. This procedure not only pro- 
vides the necessary repair but insures against both 
future pregnancy and the possibility of carcinoma 
of the uterus. 

As an alternate procedure, if there is objection to 
sacrificing the uterus, the Manchester plastic pro- 
cedure may be carried out. In this operation, the 
chief object is to change the angle between the 
partially retroverted uterus and the vaginal canal 
by first amputating the cervix, insuring paracervical 
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fixation, and performing high perineorrhaphy. Re- 
pair of the cystocele is optional and only done when 
there are definite urinary symptoms requiring surgi- 
cal repair. In the course of the Manchester plastic 
procedure, when elevating the bladder from the 
anterior uterine wall, the peritoneum may be opened 
and tubal sterilization performed, if this procedure 
is requested. 


RECURRENT EROSION OF CORNEA 


To tHe Eprror:—A 60-year-old patient was injured 
when hit by a wire buffer in the right eye. A small 
piece of wire penetrated the cornea and caused a 
local opacification of the lens. The cornea had 
some rust in it, which was removed as well as 
possible; a few fine spicules remained. X-ray has 
revealed no intraocular foreign body. This condi- 
tion appears to be a filamentary keratitis. The 
epithelium in the right eye has failed to heal 
properly. The cornea becomes completely covered 
on patching of both eyes for three or four days, 
but as soon as the patch is removed, the cornea is 
easily abraded. Due to the severe pain in the eye, 
a retrobulbar injection of alcohol was done two 
weeks ago: the cornea was rescrubbed with ether; 
and with bilateral patching the cornea again 
healed. On uncovering the eye, however, the 
epithelium had again partially sloughed. What 
suggestions are made as to treatment of this case? 


M.D., Missouri. 


Answer.—From the description of the cornea it 
appears more likely that one is dealing with a re- 
current erosion of the cornea rather than with a 
filamentary keratitis. Recurrent erosions are com- 
moner with fingernail, newspaper, and twig injuries 
but may follow any injury to the cornea. The follow- 
ing treatment is suggested: Cauterize the cornea 
with tincture of iodine; the excess iodine is neutral- 
ized with 4% cocaine in 30 to 60 seconds. A binocu- 
lar pressure dressing is then applied for 48 to 72 
hours. At the end of this time the uninjured eye is 
opened and the affected eye repatched for 48 to 72 
hours. This treatment may be repeated one or two 
times. If there is a further recurrence, a complete 
tarsorrhaphy should be performed and the union of 
the lids permitted to remain for one to two months. 


SPLENECTOMY 

To tHe Eprror:—What disability would occur in 
the case of an 8-year-old girl who suffered trau- 
matic injuries to her spleen and had to have a 
splenectomy? 


O. B. McCoy, M.D., Harrison, Ark. 


ANSWER.—In an experience of more than 35 years 
with follow-up studies after traumatic rupture of 
the spleen requiring its removal in otherwise normal 
individuals, this consultant has never encountered 
in child or adult any permanent or transitory dis- 
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ability attributable to the absence of this organ. 
Actually, in many instances there is a somewhat 
higher than normal level of red blood cells, white 
blood cells, and platelets maintained for months and 
sometimes years in the absence of the normal spleen, 
and infections have been no more frequent and no 
more severe in such individuals than in others in 
the same household with spleens intact. Many of 
these individuals have been followed from child- 
hood to full adult life, and there have been no 
mental or physical limitations of any kind noted. 
The same has been true in a large series of thera- 
peutic splenectomies for a variety of hypersplenic 
dyscrasias. 

In the aforementioned series of 35 patients with 
traumatic rupture of the spleen, with subsequent 
removal, 10 of whom were under 10 years of age 
and 25 of whom were 10 years of age and over, 
there was no single individual in whom tuberculosis, 
meningitis, or other infections, sometimes men- 
tioned as being particularly virulent in the absence 
of the spleen, were found to have occurred up to 5 
to 10 years after splenectomy. There was only one 
report of pneumonia developing in one patient, 
which disease was self-limited and nonfatal. The 
removal of the normal spleen after traumatic rup- 
ture in an 8-vear-old child should prove no handicap 
to her future mental and physical growth, develop- 
ment, and well-being. 


BORON GASOLINE 


To tHE Eprror:—A patient has recently been ex- 
posed to boron in gasoline. The eruption began 
as an erythematous pruritic dermatitis involving 
the exposed surfaces of the forearms and _ the 
hands, neck, and face. The patch test to the boron 
gasoline diluted about 50% revealed a strongly 
positive (4+-) reaction on the flexor surface of the 
arm. The control test with regular gasoline was 
essentially negative. Have other cases been re- 
ported of sensitization due directly to the gaso- 
line, or has the boron product acted as a sensitiz- 
ing agent? 

Harold L. Boyer, M.D., Las Vegas, Nev. 


ANSWER.—No specific or relevant information is 
available as to the probable effects of the boron in 
certain gasolines upon the skin. In view of the irri- 
tant properties of various petroleum hydrocarbons 
that enter into the composition of gasoline, however, 
it is highly improbable that the low concentration of 
the boron component of gasoline was a factor in the 
dermatitis described in this case. The results of a 
comparison of boron gasoline with regular gasoline, 
moreover, by means of patch tests, would not con- 
vict the boron component of complicity in the in- 
duction of dermatitis, since many components of 
the boron gasoline, including the petroleum hydro- 
carbons themselves, differ from those in regular 
gasoline. It is known (Machle and Zwick: M. Bull. 
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Univ. Cincinnati, 1935) that certain fractions of 
certain base gasolines have sensitizing properties 
occasionally, and such fractions are more likely to 
occur in tailored, high-grade automotive fuels than 
in gasolines composed largely of ordinary petroleum 
distillates. In short, gasoline, as a motor fuel, has no 
predictable or common composition. The terms 
merely designate a commercial product, the brands 
and grades of which are highly variable chemically, 
dependent upon the original sources of the crudes, 
the methods of processing them, and the blending 
of stocks into the final product. 


PREGNANCY AND RUBELLA 


To THE Eprror:—A patient, the mother of four chil- 
dren, had rubella (German measles) rather se- 
verely for three days. She now states that she has 
missed her period and is about four to seven days 
overdue. From what can be determined, she must 
have been but a few days pregnant when she had 
the measles; she had recovered before she really 
missed her period, so that she had the disease 
between ovulation and the regular day for her 
period. Inasmuch as one knows the high instance 
of fetal defect when such a maternal disease is 
present during the first trimester of pregnancy, 
could the fetus be involved, or was the pregnancy 
too early for it to be affected? Would it be advis- 
able to interrupt the pregnancy? 

Delbert C. Schmidt, M.D., Mt. Vernon, Ohio. 


ANSwER.—It is assumed that this patient suffered 
from rubella. The incidence of congenital malforma- 
tions is highest when the maternal disease occurs 
during the first month of pregnancy. One author 
cites a inalformation frequency of 100% when the 
maternal disease occurs in either the first or the 
second month of pregnancy. Another author gives 
the following frequencies: 100% in the first month, 
90% in the second month, 70% in the third month, 
and 35% when the maternal disease occurs in any 
of the remaining months. When the disease takes 
place in the first month, the most commonly reported 
defect is cataracts. Heart lesions, mental deficiency, 
and microphthalmos have also been reported. Inter- 
ruption of the pregnancy is indicated in the opinion 
of this consultant. 


PAINFUL BREAST ENLARGEMENT 
IN A YOUTH 


To tHE Eprror:—What is the cause of sore and 
swelling breasts in a 15-year-old boy? Should 
anything be done for this condition, or is time 
likely to take care of it? 

M.D., Virginia. 


Answer.—Painful enlargement of the breasts in 
a 15-year-old boy is invariably physiological. The 
common term “puberty mastitis” is a misnomer, 
but it does call attention to the fact that the condi- 
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tion is associated with puberty, and even though 
inflammation is not present, the connotation is one 
of painful enlargement. The breast enlargement may 
be unilateral or bilateral and often asymmetrical. 
It mav be of short duration or persist for months. 
There is little hyperplasia of the ducts but consid- 
erable periductal fibrous tissue. The cause is un- 
known; however, it is suggested that excess estrogen 
secretion by the adrenals or testes is responsible. 
It is interesting that similar transitory painful breast 
enlargement was observed in young American pris- 
oners of war after their recovery from starvation. 
Manv had liver disease. Since the liver is responsi- 
ble for deactivation of estrogens, it is suggested 
that in these young men excessive circulating estro- 
gens stimulated breast enlargement. Estrogens in 
the food enhanced the process. Breast enlargement 
eventually subsided spontaneously. No treatment is 
indicated for painful breast enlargement in the 
adolescent male. For psychological reasons the boy 
should be reassured that the condition is a normal 
one and that it will disappear in a few months. 


HYPERTENSION AND TRAUMA 


To THE Eprror:—A 50-year-old woman who was in 
an automobile accident sustained multiple con- 
tusions and abrasions, a large hematoma of the 
left buttock, and a possible cerebral concussion. 
There were no fractures, and the eyegrounds 
have been normal. At the time of the accident 
the systolic blood pressure was 200 mm. Hg and 
the diastolic pressure was 120 mm. Hg. The blood 
pressure has remained more or less at these levels 
since the accident, and there is a continuing com- 
plaint of dizziness and headaches. Is it possible 
for this type of trauma to produce a persistent 
hypertension such as this patient has? 


M.D., New York. 


Answer.—It is well known that emotional and 
painful episodes raise the blood pressure. The in- 
crease usually is in the systolic blood pressure and 
not the diastolic. An increase in the latter usually 
takes months or years, and, therefore, it is reason- 
able to assume that this woman had hypertension 
prior to the automobile accident. Furthermore, in- 
creases in blood pressure resulting from anxiety, 
such as might occur after an accident, usually are 
temporary and disappear when the patient calms 
down. 


PREVENTION OF DERMATOPHYTOSIS 
To tHe Eprror:—Are saturated mats of value in the 
prevention of dermatophytosis (athlete’s foot)? 
R. J. Sexton, M.D., Charleston, W. Va. 


ANsweR.—A number of investigators, including 
the United States Public Health Service, have 
shown that mycotic infections of the feet are not 
spread by fungi on the floors. Rather these infections 
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are the result of favorable conditions of growth on 
the feet, which consist of moist interdigital spaces 
and epithelial debris. Within the last few years there 
has appeared on the market a solution of iodine in 
polyvinylpvrrolidone, which the manufacturers 
claim is a nonirritant form of iodine that remains as 
a film on the skin, slowly releasing the iodine over 
a period of 24 hours. Iodine dissolved in the wetting 
agents known as Pluronics is likewise said to have 
the same action. Unpublished experiments with 
these preparations indicate that they have some 
value in the prevention and treatment of dermato- 
phytosis, the preventive measure consisting of a 
foot bath with one of these solutions after the 
shower bath. The wearing of wooden-soled bathing 
clogs going to and from and while in the shower 
bath, the wiping of the feet and interdigital spaces 
dry, and attention to foot hygiene are the best 
methods for prevention of dermatophytosis of the 
feet. 


URINE STAINING 


To THE Eprror:—A 36-year-old man complains that 
his shorts are stained dark and rust-like from the 
small amount of urine which accumulates on 
the shorts after urination. Please outline a course 
of laboratory or medical investigation to deter- 
mine the cause of this complaint. 


M.D., Nebraska. 


Answer.—To discover the character of urinary 
staining, examine the urethral stripping, obtain 
urine specimens in several glasses (first, second, 
and third) on voiding, and run cultures and micro- 
scopic tests of the first voided urine as opposed to 
the others. This case appears to be chronic pros- 
tatitis or chronic urethritis, with possibly some 
hematin crystals in the urine which stain the shorts. 


EXTRASYSTOLIC ARRHYTHMIA 

To tHE Eprror:—A 63-year-old man com) iis of 
annoying extrasystoles from 1:3 to 1:60 for the 
past month. There are no signs of cardiac im- 
pairment or shortness of breath. The blood 
pressure is 125/80 mm. Hg. The pulse rate is 75 
to 80 beats per minute. The patient has been 
smoking the same amount of tobacco for the 
past 30 years, but there was no change after he 
stopped smoking for several days. The administra- 
tion of quinidine sulfate, 3 grains (0.2 Gm.), three 
times a day has temporarily improved his condi- 
tion. But is this dosage advisable for prolonged 
medication? 


W. Scheffler, M.D., Merchantville, N. J. 


Answer.—It would appear that this patient has 
an extrasystolic arrhythmia which is unrelated to 
organic heart disease; in most cases, the extra- 
systoles would be occurring from a_ ventricular 
focus. In the absence of evidence for organic heart 
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disease, the extrasystoles must be considered func- 
tional in origin and of relatively little clinical sig- 
nificance except for their nuisance value. Smoking 
should be kept at a minimum, and the patient 
should avoid tension and undue fatigue. A trial of 
a mild sedative preparation, such as phenobarbital, 
would be justified prior to instituting therapy with 
quinidine sulfate. In the event that the symptoms 
are extremely annoying, the administration of 3 
grains (0.2 Gm.) of quinidine sulfate three or four 
times a day is advised. 


“CHOLERA” IN THE NINETEENTH CENTURY 
To tHE Eprror:—What was the nature of the 
“choler” or “cholera” that attacked so many of 
the early wagon-train personnel in their cross- 
country journeys? Was this a form of salmonel- 


losis? M.D., California. 


ANswer.—A satisfactory answer can hardly be 
given without more exact references as to dates and 
localities, since the name “cholera” could be used 
for a variety of diseases. Apart from cholera infan- 
tum, the main distinctions made by physicians in 
the 19th century were cholera nostras, known since 
antiquity, and Asiatic cholera, which appeared in 
Europe and the United States in the 19th century. 
In the chapter on cholera nostras in “Handbook of 
Geographical and Historical Pathology” (London 
New Sydenham Society, 1886, vol. 3, p. 372) Hirsch 
wrote, “In fact it is not unusual in modern times 
for any severe form of vomiting and purging to be 
designated as “cholera.” However, in the years in 
which Asiatic cholera was prevalent, the term 
“cholera” could be expected, above all, to refer to 
the latter disease. This is especially true in the case 
of the California gold rush. Harris in “California's 
Medical Story” (San Francisco, J. W. Stacey, Inc., 
1932, p. 79), which may be profitably consulted on 
details and contemporary literature, states: “Immi- 
grants by sea from Panama as early as 1848 and 
those crossing the plains in “49 died of cholera 
[i. e., Asiatic cholera] on the way. But not until 
1850 were its ravages marked in California.” 


ORAL INGESTION OF PLASMA 


To tHe Eprror:—Has there ever been a case of 
accidental oral ingestion of commercially pre- 
pared blood plasma? Could there be any deleteri- 
ous effects from continued oral ingestion of the 
same? 

Leon J. Corbin, M.D., Bronx, N. Y. 


Answer.—This consultant knows of no cases of 
accidental oral ingestion ot plasma. Oral feeding 
of plasma has been attempted in children (Loehle: 
J. Pediat. 28:145, 1946). Continued ingestion of 
blood plasma should be without deleterious effects 
if the plasma is free of pathogenic viruses or bac- 
teria. Freedom from bacteria may be assumed for 
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commercial plasma in view of the careful bacterial 
sterility tests routinely applied before release. Hepa- 
titis virus, if present and of the infectious hepatitis 
(virus A) variety, would be a source of danger by 
the oral route. Differentiation should be made be- 
tween commercial liquid plasma, on the one hand, 
and dried or frozen plasma, on the other. The 
commonly applied commercial practice of ultra- 
violet irradiation, followed by immediate freezing 
and/or drving, cannot be relied upon to eliminate 
virus B, if present, under all circumstances or, by 
analogy, virus A. Liquid normal human plasma, 
treated with ultraviolet irradiation and submitted 
to six months’ storage at room temperature before 
use, mav be considered safe. 


TREATMENT OF ACNE 

To tHe Eprror:—A woman, 30 years of age, has 
acne vulgaris on her face, chest, and back, with 
the formation of large pustules. She has had a 
complete physical examination, the findings of 
which were normal. Local treatment with anti- 
biotics and various other medicaments was en- 
tirely unsuccessful. However, 300,000 units of pro- 
caine penicillin administered intramuscularly 
keeps her acne under fairly satisfactory control. 
She has been receiving daily injections for ap- 
proximately six months with apparently no un- 
toward effects. 1s it harmful to inject 300,000 units 
of procaine penicillin daily? 

S. M. Lewis, M.D., Ferndale, Mich. 


Answer.—The failure of this patient to develop 
sensitization to penicillin after 150 to 200 daily injec- 
tions does not establish that the patient will not 
suffer from this complication later. It is well to 
remember that the newborn infant has no allergies; 
these develop as he journeys through life. Unfor- 
tunately, sensitivities may manifest themselves at 
any time even after long-continued exposure. If 
systemic antibiotic therapy seems to be necessary, 
a change to a less allergenic, broad-spectrum, orally 
administered preparation would be advisable. How- 
ever, more standard dermatological therapy, includ- 
ing sulfur preparations administered locally, dietary 
control, and, most important, superficial x-ray ther- 
apy, would be advised for this patient. 


FRONTAL LOBOTOMY AND WORKER 
EFFECTIVENESS 


To tHe Eprror:—Is it advisable to allow a person 
who has had a prefrontal lobotomy to assume a 
position which requires rather extensive knowl- 
edge and fine judgment and which directly in- 
fluences the health, safety, and welfare of others? 

M.D., Indiana. 
Answer.—Frontal lobotomy has been refined to a 
point where personality characteristics are almost 
always preserved. Intelligence, memory, judgment, 
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and competence remain intact. In some instances, 
indolence and lack of tact may be noticed on close 
observation, but they are often offset by lively 
spirits and sensible acceptance of criticism. In other 
words, it is the strictly personal attitudes that are 
most altered. Granting that the psychosis itself did 
not blunt the fine edge of the patient’s capabilities, 
he is apt to be an even more effective worker pre- 
cisely because of the reduction in introspection and 
painful self-consciousness. 


CENTRAL AIR CONDITIONING 
IN A HOSPITAL 


To tHe Eprror:—The question has arisen as to the 
safety (bacteriologically) of air conditioning a 
floor of a hospital. It has been suggested that 
air-borne bacteria might be carried from one 
room to the other with the use of a central air- 
conditioning unit. This does not seem feasible in 
view of the many new hospitals that are being 
built with central air-conditioning systems. 
Please supply information regarding this question. 

Mark McD. Lindsey, M.D., Hamlet, N.C. 


Answer.—Air conditioning, properly installed and 
properly maintained, is absolutely safe in any area 
of a hospital. It is acknowledged that without these 
proper methods infection may be transmitted 
throughout the hospital. Among the many measures 
which may be used to reduce the hazard of air- 
borne infection are good housekeeping, control of 
air movement, maintenance of humidity and venti- 
lation, use of sterilizing lamps, application of bac- 
tericidal preparations, and filtering of air by either 
mechanical or electronic devices. An excellent 
article on “Air Conditioning the Hospital” can be 
found in Hospitals, Journal of the American Hos- 
pital Association, for Jan. 1 and Jan. 16, 1957. The 
article was written by a mechanical engineer with 
the division of hospital and medical facilities, 
United States Public Health Service. 


TREATMENT OF UTERINE CANCER 

IN EXTREMELY OBESE PATIENT 

To tHe Eprror:—A patient, 44 years old, weighs 
310 lb. (141 kg.). She is reported to have an adeno- 
carcinoma of the uterus as a result of the exam- 
ination of endometrial tissue removed at a recent 
dilation and curettage. Routine treatment consists 
of irradiation to be followed in six weeks by a 
hysterectomy. Except for obesity, the patient is 
considered a normal surgical risk. How should the 
hysterectomy be done—by vaginal or abdominal 
route and with the patient under spinal or inhala- 
tion anesthesia? M.D., Michigan. 


ANSWER.—A patient, weighing 310 Ib. with a diag- 
nosis of adenocarcinoma of the body of the uterus, 
in the opinion of this consultant should be treated 
by radium with a dosage of 6,000 me.-hr. Ordinarily 
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some surgeons believe in doing a hysterectomy and 
a bilateral salpingo-oophorectomy after the use of 
radiation therapy. Since this patient would be a 
problem for any surgical procedure, either by vag- 
inal or abdominal route, radiation therapy would 
be sufficient to control her malignancy. She should 
have radium inserted in the vault of the vagina to 
sterilize any probable metastasis in this “rea. 


STERCORACEOUS VOMITING 


To rue Eprror:—An 80-year-old man has been suf- 
fering from obstipation for the past two years. He 
has had two episodes of stercoraceous vomiting 
within the past six months. His appetite is poor. 
and he lost 17 lb. (7.7 kg.) in weight in the last 10 
months. Physical and laboratory examinations, in- 
cluding repeated gastrointestinal series, are nor- 
mal. The patient has been taking an aqueous 
solution containing hydrochloric acid for the past 
30 years. He had pneumonia as a child and under- 
went a prostatectomy 15 years ago; the patholo- 
gist reported malignancy. Please suggest a 
possible diagnosis and treatment. 


M.D., California. 


Answer.—Fecal vomiting is usually related to a 
gastroenteric or gastrocolic fistula or intestinal ob- 
struction. Volvulus may occur in a redundant sig- 
moid and has, at times, resolved spontaneously or 
during barium enema. The question arises as to 
whether the vomiting is truly fecal. If so, the barium 
studies of the upper and lower digestive tract should 
be repeated, because bona fide fecal vomiting is 
almost always attributed to an organic lesion of the 
digestive tract. The duration of the complaint and 
the 17-Ib. weight loss in the last 10 months strongly 
suggest such a process. This 80-year-old individual 
does have a prostatic malignancy and has reached 
the age where weight loss is not unusual. Con- 
tinued observation is necessary before a proper di- 
agnosis and subsequent treatment can be rendered. 


TREATMENT OF NEVUS FLAMMEUS 
To THe Eprror:—Please outline the present treat- 
ment of nevus flammeus for a young woman. The 
necus is on the right forehead, including the 
right eyelid; diameter is about 10 by 10 em. 
What is the most effective and reliable procedure 
—plastic surgery, plastic planing, or tattooing? 
A. A. Kuna, M.D., Quincy, Ill. 


Answer.—The treatment of nevus flammeus has 
been notoriously unsuccessful. Planing has not 
proved to be an effective approach. Opinions differ 
as to the value of excision and grafting in such a 
large lesion. It is doubtful if the cosmetic result 
would be satisfactory after such a procedure, Tat- 
tooing can be performed but has limitations, includ- 
ing the necessity of multiple treatments, and 
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differences of opinion regarding the final result. 
Thorium-X or grenz-ray treatments have been suc- 
cessful in lightening these lesions in many cases 
and would be the recommended therapeutic 
modality in this instance. Further information can 
be obtained from the book “Skin Surgery” edited 
by Epstein (Philadelphia, Lea & Febiger, 1956). 


EYE EXPOSURE TO CHLORINE GAS 


To tHE Eprror:—A 24-year-old man had his eyes 
exposed to chlorine gas for about five minutes. 
Vision of the right eye is 20/25, correctable to 
20/20; vision of the left eye is 5/400, not cor- 
rectable. The right eye is normal, but the left eye 
has a deep anterior chamber, with a chorioretini- 
tis area that is about disk size near to but not in- 
volving the macula. Discharge papers from the 
United States Army show that this patient had 
20/20 vision in both eyes on his release in 1945. 
All consultants believe that the chlorine gas ex- 
posure could not have caused chorioretinitis and 
loss of vision. Is it possible, or even probable, that 
such might occur? 


James M. Hicks, M.D., Brunswick, Ga. 


Answer.—With reference to the case of chorio- 
retinitis described, there would seem to be no indi- 
cation that exposure to chlorine gas is responsible 
for the condition noted. Chlorine gas is not known 
to have produced any changes in the internal struc- 
ture of the eve in either acute or chronic exposure. 
In the present instance the exposure was brief; the 
right eye was unaffected; the left eye has shown 
deep-seated changes but without corresponding 
evidence of injury to superficial structures. This 
opinion is based on the consultant’s experience of 
many vears with a large number of men exposed to 
chlorine gas, and nothing suggesting such changes 
as those described has ever been noted among 
them. 


CORONARY INSUFFICIENCY AND 

ESTROGEN THERAPY 

To THE Eprror:—Will it benefit a patient with cor- 
onary insufficiency and blood-brain barrier to 
receive estrogen therapy? This is a patient, 42 
years of age, who had a surgical menopause eight 
years ago, is now obese, and has a family inheri- 
tance of coronary thromboses. 


M.D., Florida. 


ANswer.—Clinical experience does not justify the 
widespread use of estrogen or estrogen-androgen 
combination to modify the various syndromes of 
coronary artery disease. However, in a patient such 
as this, in whom hormonal imbalance, artificially 
produced, has been followed by evidence of pre- 
mature coronary insufficiency, substitution therapy 
should surely be essayed. 
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